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Glossary of terms
CT2: Challenging Times follow-up study
At Risk CT1: Young people who had scored in the clinical range on the Strengths 
and Difficulties Questionnaire (SDQ) and / or scored in the clinical range on the 
Children’s Depression Inventory (CDI) at the Challenging Times original study. It also 
included those who did not score in the clinical range on either the SDQ or the CDI 
but who indicated the presence of possible suicidal intent on the CDI, by ticking the 
statement “I want to kill myself’. “At risk” referred to all young people who were at risk 
of having a psychiatric disorder.
Controls: Young people identified at follow-up who had not met criteria for a 
psychiatric disorder at the Challenging Times original study or previous to it and have 
never developed a psychiatric disorder between baseline and follow-up.
Remitter: Young people who met criteria for a psychiatric disorder at the time of the 
Challenging Times original study or previous to it whose disorder has since remitted 
between baseline and follow-up.
New Onset: Young people who had not met criteria for a psychiatric disorder at the 
Challenging Times original study or previous to it but have since developed a 
psychiatric disorder in the time period between baseline and follow-up.
CT1: Challenging Times original study (Baseline)
Persister: Young people who had met criteria for a psychiatric disorder at the 
Challenging Times original study or previous to it and continue to meet criteria for a 
psychiatric disorder at follow-up.
Case: Young people who had not met criteria for a psychiatric disorder at the 
Challenging Times original study or previous to it but have since developed a 
psychiatric disorder in the time period between baseline and follow-up i.e., New Onset
OR
Young people who had met criteria for a psychiatric disorder at the Challenging 
Times original study or previous to it and continue to meet criteria for a psychiatric 
disorder at follow-up i.e., Persister (Anyone at CT2 who met criteria for a psychiatric 
disorder)
Control: Young people identified at follow-up who had not met criteria for a 
psychiatric disorder at the Challenging Times original study or previous to it and have 
never developed a psychiatric disorder between baseline and follow-up i.e., Control
OR
Young people who met criteria for a psychiatric disorder at the time of the 
Challenging Times original study or previous to it whose disorder has since remitted 
between baseline and follow-up i.e., Remitter (Anyone who did not meet criteria for a 
psychiatric disorder at CT2)
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Background
Summary
To address a lack of systematic epidemiological research on youth mental health in Ireland, 
the first large-scale cross-sectional school-based study (The Challenging Times Study) was 
carried out eight years ago to determine the prevalence rates of psychiatric disorders in a 
population of 212 urban Irish adolescents aged 12-15 years. Baseline results showed that 
15.6% of the study population met criteria for a current psychiatric disorder. Eight years later 
the present study identified 169 of the 212 (80%) young people nowaged 19-23 years.
The aims of the study were to examine: 1) the mental health outcomes and social and 
occupational functioning of a cohort of young people (now aged 19-23 years), 2) the 
association between life stresses such as poor family functioning, parental separation / 
divorce and peer relations, substance use and anti-social behaviour and mental health 
outcomes in young adulthood.
Method
Two hundred and twelve young people, who participated in the original Challenging Times 
Study, were invited to participate in an assessment interview. Mental health outcomes and 
social and occupational functioning were assessed using the Structured Clinical Interview for 
DSM-IV psychiatric diagnoses (SCID  I), the Achenbach Adult Self Report and Achenbach 
Adult Behaviour Checklist (parental questionnaire).The Me Master Family Assessment 
Device was used as a measure of family functioning whilst the Global Assessment of 
Functioning (GAF) scale measured quality of life and general functioning. The Stressful Life 
Events Schedule for Children and Adolescents a semi-structured interview was used to 
identify factors associated with mental ill-health.
Results
Using a weighted population prevalence analysis, 24.3% (22.4 - 28.9) of the young people 
met the criteria for a psychiatric disorder at follow-up, including 5.4% (4.1 - 7.6) with a mood 
disorder, 11.2% (9.5 -14.3) with an anxiety disorder, 8.2% (6.7 -11.0) with a substance use 
disorder and 7.7% (6.2 -10.4) with alcohol disorders. Logistic regression revealed that an 
adolescent diagnosis of being “at risk” of a psychiatric disorder at the Challenging Times 
original study was not predictive of poor mental health outcomes at follow-up. Specific 
stressful life events were identified as factors associated with poor mental health outcomes.
XV
Conclusion
This study offers an understanding of the prevalence rates and psychosocial factors 
associated with psychiatric disorders in young adulthood in an Irish context. It emphasises 
the need for youth mental health Intervention and prevention programmes that equip young 
people with the necessary coping skills to deal with life’s many challenges.
1.1 Irish Youth
Chapter 1 : Introduction
In a decade of unprecedented econom ic growth and social change, growing up in 
Ireland today has been a challenge. Whilst the current generation of Irish young 
people were afforded m any opportunities, there w as im m ense pressure to sacrifice  
their youthful freedom with increasing pressure to achieve academ ically. Tension  
ensued a s  youth struggled to balance the freedom of the present and imperatives of 
the future. A dolescence and youth has alw ays been characterised by tension and 
exploratory behaviour which is developmentally appropriate and socially adaptive for 
most young people. However, the current generation of Irish youth’s social 
environments have provided them with the m eans in which they can express their 
interests. Given the pressures on young people, m any find relief in such social 
environments that carry high risk of exposure to alcohol, substance abuse, violence  
and associated mental health disorders.
Adolescence
In the 1950's it w as difficult to speak of a “lifestyle” of Irish teenagers. The formal 
education of most Irish children ceased at the end of primary school and most were 
either “detained in childhood or rushed into adulthood" (Sw eeney & Dunne, 2003). 
A dolescence w as, to som e extent, non-existent. Today, however, adolescence is 
seen a s  a significant stage  in the life course. It is a transitional stage of physical and 
mental development that o ccurs between the onset of puberty and maturity in
l
adulthood. In recent years, adolescents are reaching puberty at an earlier age and 
the timeframe in which adolescence takes place is unclear. Traditionally, the end of 
adolescence and start of adulthood has been identified on the basis of an increased  
independence from parents / guardians. T h is  varies greatly depending on society and 
cultures. Indeed, if independence is a sign of young adulthood, then in light of today’s 
econom ic problems, the definition of what constitutes a young adult could in fact 
extend to include young adults up to and beyond their mid-twenties (Arnette, 2004). 
Twenty percent of the world’s population is comprised of young people between the 
a ge s  of 10-19 years ("World Development Report-Developm ent and the Next 
Generation," 2007). Never before has there been so many adolescents and never 
before has ado lescen ce  lasted so long (Kleinhert, 2007). In Ireland, currently there 
are 632,732 young people between the a g e s  of 15-34 years and 1,497,181 young 
people under 24 years of age ("Census of Population," 2006).
1.2 Prevalence Rates of Mental Health Disorders in Young People (Ireland 
and Internationally)
Generally, most young people are physically healthy with the main ca u se s  of 
morbidity in this period being mental ill-health, behavioural problems and substance  
m isuse (Patel, Flisher, Hetrick, & Me Gorry, 2007). Th is can be somewhat explained 
by the large amount of stressful life events that young people experience (Richter, 
2006) such a s  leaving school, forming significant romantic relationships, commencing 
third level education / employment and leaving home. A dolescence affords one the 
opportunity to start m isusing alcohol and substances and to engage in other “risky”
behaviours. It is also a time where young people become more dependent on peers 
who can be a support or lead to potential rejection, bullying and isolation.
Mental Health Disorders among Young People in Ireland
There has been little research conducted in Ireland on the prevalence rates of 
psychiatric disorders in young people. Three epidemiological studies were conducted 
on the prevalence of psychological disorders in Irish children (6-12 years) in the 
1980’s and 1990’s (Carr, 2000). They were carried out in Dublin (Jeffers & Fitzgerald, 
1991) (A/=2029), Clare (O Connor, Ruddle, & O'Gallagher, 1988), (A/=1361) and Cork 
(Porteous, 1991) (A/=733). Based on the Rutter Screening Questionnaire (Rutter, 
1967), the prevalence rates of psychological disorders reported were 17% (Dublin), 
11% (Clare) and 15% (Cork). Across all three studies the prevalence rates of 
disorders were higher for males. This was particularly evident in Dublin where 21% of 
males met criteria for a psychological disorder compared to 12% of females. In 
Dublin, family adversity was strongly associated with the presence of a psychiatric 
disorder. Family adversity was not measured in the Clare and Cork studies.
Following on from this, a number of smaller scale epidemiological studies were 
conducted, which focused on a wider range of difficulties. Research moved towards 
sampling target groups with specific disorders, for example autism and depression.
3
W hilst they provided very useful information, they were of limited value in the 
provision of general mental health services for young people (Martin & Carr, 2006).
T h e  Clonm el Project hoped to address this issue. Yo u ng people (N=3,374) up to the 
a ge  of 18 years of age, were screened using the Child Behaviour Checklist (C B C L )  
or Youth Se lf Report (Y S R )  (Achenbach & Rescorla, 2003). If necessary, they were 
interviewed using the Diagnostic Interview Sch edu le  for Children (D IS C ) (Schaffer, 
Fisher, Lu cas, Dulcan, & Schw ab-Stone, 2000), in order to determine the prevalence  
rates of psychiatric disorders. Th e  project reported that 18.71%  met criteria for at 
least one psychiatric disorder in the preceding year, with 21.1%  of those between 12 
and 18 years. Anxiety disorders were the most prevalent disorder reported (43% ), 
25 %  met criteria for oppositional defiant disorder (O D D ), while 20%  had attention 
deficit hyperactivity disorder (A D H D ). O ne in ten young people had mood disorders, 
alcohol disorders or an intellectual disability. Under a tenth were nicotine dependent, 
had a specific reading disorder, tic disorder, eating disorder, abused marijuana or 
other substances. Overall 20 %  met criteria for risky behaviour i.e., having thoughts of 
death or dying and / or being suspended or expelled from school.
Whilst a number of cross-sectional studies exploring rates of psychiatric disorders in 
younger children and adolescents have been published in recent times (Godeau,
Vignes, ter Bogt, Nic Gabhainn, & Navarro, 2007; Lynch, Mills, Daly, & Fitzpatrick, 2004,
2006), longitudinal studies assessin g  mental health disorders across young people’s 
lifespan are lacking, thus comparisons need to be drawn from European and 
international studies.
The most recent Irish study to examine mental health in young people is the Survey of 
Lifestyle, Attitudes and Nutrition in Ireland (S LA N ) (Barry et al., 2009). From a population 
of (N=2,591) 18-29-year-olds, 6%  met criteria for probable major depressive disorder 
and 2%  reported generalised anxiety disorders in the previous 12 months (Barry, et al., 
2009). Prevalence rates of psychiatric disorders in young people vary from country to 
country, however a common feature of all studies are the high prevalence rates (see  
tables 1.1 and 1.2). According to the World Health Organisation, about one in four 
people will have a mental health problem at som e point in their lives (W HO, 2001).
A s  well a s  disability, psychiatric disorders play a major role in mortality of this age group. 
In Ireland, youth is a time of increased risk for suicide. Our rate of youth suicide remains 
the 5th highest in Europe ('World Development Report-Development and the Next 
Generation," 2007). Deaths from suicide rose by 50%  in Ireland between 1990 and 
1998, rising by 130%  in people under the age of 25 years. Suicide in young males 
particularly has risen from 11.6% in 1980 of all accidental, poisoning and violent deaths 
to 44%  in 2003 (W alsh, 2 0 08 ).
International Studies on Mental Health Disorders in Young People
Five of the ten leading ca u se s of disability worldwide are mental health problems 
(Murray & Lopez, 1996). It is estimated that by 2020, neuropsychiatrie conditions 
including depression will constitute the second largest cause  of d isease  burden 
worldwide. Current global epidemiological data reports that suicide is the third leading 
cau se  of death among adolescents and that 50%  of all adult mental disorders 
com m ence in adolescence (Belfer, 2008).
Exam ination of rates of psychiatric disorders in young people at a global level reveals 
similar patterns to Irish prevalence rates. In a recent study of (N =987) young people 
from the Christchurch Health and Development Study (C H D S ), a longitudinal birth 
cohort of young people born in 1977 and followed for 30 years, 50%  of young people 
aged 18-25 years met criteria for depression, anxiety or substance dependence. Th is  
group w as also more likely to show negative life outcomes, in terms of workforce 
participation, and income and living standards at age  30 years (Gibb, Fergusson, & 
Horwood, 2010).
Th e  National Co-morbidity Survey Replication (N C S -R )  reported a 12 month 
prevalence rate of 43.8%  for D SM -IV  psychiatric disorders for young adults aged 18- 
29 years in the U SA . Anxiety disorders had the highest prevalence rate (22.3% ), 
followed by substance use disorders (22.0% ) and mood disorders (12.9% ) (Kessler, 
Chiu, Demler, & Walters, 2005).
In a study from Victoria, Australia, mental disorders in young people aged 15-24  
years contributed to 60 - 70%  of the total disability adjusted life years (D A LY ), 
em phasising the fact that mental disorders are a major contributor to d isease burden 
in this a ge  group (Rutter & Smith, 1995). The 2007 National Survey of Mental Health 
and Well Being (SM H W B ) reported that 26%  of 25 million 16-24-year-olds in 
Australia had a 12 month prevalence of a mental disorder. Thirteen percent had a 12 
month prevalence of a substance use disorder (use and or dependence of drugs / 
alcohol) and fem ales reported nearly twice the prevalence of affective disorders as  
m ales (8 .4%  and 4 .3 % ) (S lad e  et al., 2009).
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Alcohol Use in Ireland
Harmful alcohol use is both a health hazard and part of the causal pathway to other 
adverse outcomes: substance and alcohol addiction in adulthood, anti-social 
behavior, poor interpersonal relationships and underachieving in education and 
employment. According to the “European School Survey Project on Alcohol and 
Other D rugs” (E S P A D ), which surveyed more than 100,000 16-year-olds in 35 
European countries, Ireland leads Europe on many indicators of drug and alcohol 
use. Whilst the percentage of Irish students who drink alcohol is not significantly 
different in com parison to other E S P A D  countries (78%  vs. 82% ), the proportion who 
got drunk over the last 12 months w as higher than the European average (47%  vs. 
3 9 % ) (Hibell et al., 2009).
T h e  recent S L A N  su rve y (2 00 7) reported that 7 4 %  of young people reported 
harmful patterns of drinking in the last w eek and nearly one-quarter (2 4 % ) of 
young people aged  between 18-29 ye a rs  reported drinking 9 or more standard  
drinks on a typical drinking o ccasio n . Tw elve  percent of this a ge  group reported 
drinking above the recom m ended w eekly amount, with 40 %  m eeting criteria for 
binge drinking. S ixty  three percent of this a g e  group reported an asso ciatio n  
between anti-so cia l behavior and harmful a lcohol u se  (Barry, et al., 2009). 
R e se a rch  sho w s that ad o le sce n t drinking patterns are a good indicator of alcohol 
use d iso rders in adulthood (H in gso n , H eeren, & W inter, 2006; P ed erso n  & 
Skro nd al, 1998; Pitkanen, Lyyra , & Pulkinnen, 2005).
The 2006 Health Behaviour in School Aged Children (HBSC) survey, a cross-national 
longitudinal research study conducted across Europe reported in its most recent 
findings (i.e., based on the seventh data collection period) that 50% of 15-17-year- 
olds were current drinkers (i.e., were drinking in the past month) and that 30% of 
adolescents reported being drunk in the last 30 days (Nic Gabhainn, Kelly, & Molcho,
2007). This increase in consumption of alcohol among adolescents has also been 
noted in the United Kingdom (Smith & Foxcroft, 2009).
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International Studies on Alcohol Use among Young People
T h e  2001 - 2002 National Epidem iologic Survey on Alcohol and Related Conditions 
(N E S A R C )  study in the U S A  reported that 16.2%  of 18-29-year-olds met criteria for 
an alcohol use disorder in the last 12 months. Seven  percent had an alcohol abuse  
disorder and 9.2%  had an alcohol dependent disorder. Lifetime prevalence rates 
showed that 30.1%  met criteria for an alcohol use disorder, 12.8%  for abuse and 
17.3%  for an alcohol dependent disorder (H asin, Stinson, Ogburn, & Grant, 2007).
T h e  National Mater University of Queensland Study of Pregnancy (M U SP ) (Alati et 
al., 2005) reported a lifetime prevalence rate of 25.1%  for alcohol use disorders in 
(N =2,551) 21-year-olds. The  majority (19% ) met criteria for abuse whilst 6%  met 
criteria for alcohol dependence.
Substance Use in Ireland
With regards to substance use, the situation for Irish youths is also worrying. The  
2007 E S P A D  report reveals that, whilst lifetime cannabis use among 16-year-old Irish 
adolescents is about average with E S P A D  rates (20%  vs. 19% ), a s  is lifetime use of 
drugs other than cannabis (10%  vs. 7% ), the use of inhalants is nearly twice a s  high 
in Ireland than other European countries (15%  vs. 9% ) (Hibell, etal., 2009). On a
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positive note, a sm aller proportion of Irish adolescent’s  sm oke (23% ) com pared to 
their European counterparts (29% ).
A  large cross-sectional survey, the H B S C  which examined school children in 41 
countries worldwide, found that 12 %  of Irish young people had used cannabis in the 
past 12 months (N ic Gabhainn, et al., 2007). Previously, findings from the 2002  
H B S C  dataset revealed that 18.9%  of Irish school children aged 15 years were 
frequent users of cannabis. Th is  w as the third highest rate of all 33 countries 
surveyed-following Switzerland and the U S A  (Godeau, et al., 2007).
International Studies on Substance Use among Young People
In the Dunedin Multidisciplinary Health and Development Study, 9.5%  of 2 1 -year- 
olds reported a 12-month prevalence of substance use disorder. The Christchurch  
Health and Development Study reported that 22.4%  of 18-24-year-olds had a lifetime 
substance use disorder. In the first adult wave of a 10-year cohort study examining 
the health of young people in Victoria, 60%  of (N = 1 ,601) 20-year-olds reported using 
cannabis, of whom 27%  used occasionally and 23 %  used weekly. The N C S -R  
reported that 16.7%  of 18-29-year-olds had a lifetime substance use disorder 
(K essler, Berglund, et al., 2005). The  most worrying evidence, which highlighted the 
long term effects of substance use, w as based on data from the Dunedin 
Multidisciplinary Health and Developm ent Study. This study reported young people’s
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(N=759) history of psychotic symptoms at age 11 years and its association with drug 
use at age 15 and 18 years. Early cannabis users (<15 years) were at a greater risk 
of adult schizophreniform disorder compared to later users (by 18 years) or indeed 
non users, even after accounting for childhood psychotic symptoms. By age 15 
years, one tenth of cannabis users developed a schizophreniform disorder by 26 
years in comparison with 3% of the remaining sample (Arseneault et al., 2002).
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Table 1.1 Key Irish and UK Studies reporting prevalence rates (%) of
psychiatric disorders in young people
CT21 SLAN* ESPADJ HBSC4 UK
Study5
ONS6
Period
Prevalence
LT 12
month
LT  / 12 month 12 month LT Week/
12
month / 
LT
Age 19-
23yrs
18-29
yrs
16 yrs 15-17yrs 16 yrs 20-
24yrs
Mood 5.4%a 6%' 10.5%m 158 per
1,000n
Anxiety 11,2% u 2%9 “ ** -
Substance Use 8.2%c 20%' 12% k “ 52%°
Alcohol Use 7.7%a 74% h 47%J 30%' - 45% p
Any Psychiatric 
Disorder
24.3%e 23% q
N 169 2,591 2,221 10,334 4,224 460
Diagnostic Criteria DSM-IV ICD -10
/DSM -
IV
Survey
Questionnaires
Survey
Questionnaires
DSM-IV ICD-10
See Appendix 16 for Key. lT:Ufetlme
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Table 1.2 Key International Studies reporting prevalence rates (%) of
psychiatric disorders in young people
CT21 Dunedin^ GSMSJ NCS-R4 TRAILS / ZUID 
Holland study5
Country Ireland New
Zealand
U SA USA Netherlands
Period
Prevalence
LT 12 Months Past 3 
months
LT Past 6 months
Age 19 - 23 yrs 21 yrs 16 yrs 18 - 29 yrs 19 - 24yrs
Mood 5.4%a 9.2% T 3.1%J 21.4%' 2.6%°
Anxiety 11.2%° 8.3%g 1,6%K 30.2%m **
Substance
Use
8.2%° 7.9%h 7.6 % 16.7%n
Alcohol Use 7.7%° 7.7%' - 4.2%
Any Disorder 24.3%e 8.5% 12.7% 52.4% 19.3%
N 169 951 1101 2338 p1 / 1518 p2 865
Diagnostic
Criteria
DSM - IV DSM I I I - R DSM - IV DSM - IV DSM III - R
See Appendix 17 tor Key
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1.3 Risk Factors for Mental Health Disorders
In general, adolescents experience Increased stress and are more susceptible to 
psychiatric disorders (Rom eo, 2010) a s  they make the transition into adulthood (Me 
Laughlin & Hatzenbuehler, 2009). A  developmental-contextual approach em phasises  
the influence of individual characteristics and social environment on the likelihood of 
mental health outcom es in adulthood. Indeed, early childhood is an important 
developmental period in which the foundations of long term emotional health are laid 
down (Shonkoff & Phillips, 2000).
Adverse events, particularly in adolescence, have long lasting effects on the stress  
response, brain structures and affective p ro cesses (Crowe & Blair, 2007; De Beilis & 
Van Dillen, 2005; Pine, 2007). An animal study showed that exposure to stress  
caused distinct ch an ge s in the hippocampal regions of the adolescent brain (Igsor, 
Kabbaj, Akil, & W atson, 2004). O f particular interest w as the fact that these changes  
were noted 30 days after the stressor had been terminated, thus showing the long 
lasting and perhaps permanent effect of stress.
T h e  impact of stress on mental health has been well documented by researchers 
since  the early d ays of psychoanalytic theory (Freud, 1962). Stressful life events 
often precipitate the em ergence of a number of stress-related psychopathologies 
including post-traumatic stress disorder and also anxiety and depressive disorders 
(Moreau & Zisook, 2002). Accum ulation of stressful life events causing psychological
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distress has been most typically illustrated in terms of depressive symptoms (Heim  & 
Nemerkoff, 2001; Heim, Plotsky, & Nemerkoff, 2004; Kessler, Demler, et al., 2005).
In 1978, the first piece of research em erged on the effect of chronic stress (i.e., on­
going stressors that presented a s  a threat to the persons future and which were 
present for at least 2 w eeks), also termed “major difficulties" or the onset of major 
depressive disorders in a community sam ple of fem ales (Brown & Harris, 1978). 
Recent research indicates that stressors also act a s  m arkers for other forms of 
psychopathology such a s  anxiety (M aughan & Me Carthy, 1997). The developmental 
pathways in the associations between stressful life events and disorders such as  
anxiety and depression are often quite enm eshed. Children and adolescents find it 
difficult to express direct sym ptom s of depression and often present with irritability, 
anxiety and behavioural disorders a s  opposed to direct expressions of sadness.
There has been considerable debate a s  to how adverse life events predict mental 
illness in later life. One hypothesis, the sensitization hypothesis, purports that early 
stress alters neurobiological and psychosocial p ro ce sse s whereby individuals 
becom e sensitised to the effects of recent stressors, causing onset of depression  
(Ham m en, Henry, & Daley, 2000) or indeed, react more strongly to more severe  
forms of stress (Kendler, Kuhn, & Prescott, 2004). Research  suggests that 
symptoms, personality traits, genetics and individual environmental circum stances  
implicated in the onset of depression make individuals more vulnerable to the 
occurrence of stress, thereby creating a vicious cycle  (Hammen, 2006). Th e  first 
onset of mental illness m ay have preceded the stressful life event (Turner & Lloyd,
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2004). Due to the lack of clear temporal information in many studies, it can be difficult 
to draw causal relationships between the stressor and mental illness.
Stressful life events cluster together, for example, violence is more likely to occur in 
the context of a lower socio-economic status group, so there is a need to disentangle 
these effects. Events that possess a high degree of threat, for example, the death of 
a spouse or loss of a job are more likely to precede onset of a mental illness (Kendler 
& Karkowski, 1999). Additionally, poor mental health outcomes in young people are 
often associated with parental psychopathology, thus emphasising the need to take 
into account a shared genetic vulnerability (Scheeringa, 2009). In order to 
disentangle the effects of adverse life events that usually converge with multiple other 
genetic and environmental factors associated with poor mental health outcomes, a 
significant number of research studies have focused on specific stressful life events 
and individual factors including family functioning (parental separation / divorce), peer 
relations, anti-social behaviour and binge drinking.
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Family Functioning as a Risk Factor for Poor Mental Health
Research consistently reports on the importance of a stable family life usually in the 
traditional form of a two parent family (Sweeney & Dunne, 2003). Family structures 
are changing, with an increase in the numbers separating / divorcing and re­
marrying. One of the consequences of this trend is that a number of young people 
are being reared in one-parent families. There is little doubt that the time of a 
separation / divorce is surrounded by a huge amount of stress, confusion and 
upheaval for all involved. A significant amount of research shows the negative impact 
of parental separation / divorce on young people in adulthood (Wolchik, Schenck, & 
Sandler, 2009). However, it is important to note that not all young people from 
divorced / separated families will have poor mental health outcomes (Hetherington, 
1989; Sandler, 1988). Although most young people will experience a lot of distress 
immediately following the divorce, not all distress will manifest as serious mental, 
physical and social problems (Amato, 2001; Amato & Keith, 1991 (b)). Often young 
people’s resilience and protective factors will aid with adjustment to these changes 
(Emery & Forehand, 1994). Family separation / divorce can however be considered a 
risk factor for poor mental health outcomes with long lasting effects.
A Finnish longitudinal study of (N=1,471) young people revealed that parental divorce 
was sufficiently stressful in childhood for Its effects to persist into adulthood, 
particularly among females, who reported greater psychological problems and a 
greater number of relationship problems. However, both males and females in this
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study reported lower levels of education and higher levels of unemployment, risky 
behaviour and rates of divorce amongst themselves (Hurre, Junkkari, & Aro, 2006).
A 25 year longitudinal study, based on (N=971) young people from the CHDS, 
reported an association between single-parenthood during childhood and mental 
health outcomes in young adulthood. These associations have been explained by the 
social and contextual factors that can be associated with single-parenthood (e.g., 
lower socio-economic status, poorer family functioning, lower IQ, lower maternal age, 
lower level of parental education and parental illicit drug use), as opposed to focusing 
on family structure and the direct effect of single parenthood on individual 
functioning. Once these disadvantages were accounted for, single-parenthood had 
little or no effect on poor adult outcomes (Fergusson, Boden, & Horwood, 2007).
In a 21 year follow-up study of (N=2,303) mothers and children in Australia, the 
marital status of a 14-year-old child’s mother predicted cannabis use disorders at 21 
years. An association was also found with those mothers who experienced marital 
discord, as opposed to separation / divorce (Hayatbakhsh et al., 2006). Such 
evidence emphasised the effect of family functioning on mental health, as opposed to 
focusing on the number of parents in the home.
The stressors characteristic of single-parent families such as unemployment, poverty, residential 
adversities and poor parenting practices show that single parent mothers and / or poorly 
educated parents experience more stressful life events which impact on their child rearing
practices, than do families of two parents or more educated parents (Conger, Donnellan, &
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Brent, 2007; Wickrama, Conger, Frederick, & Glen, 1998). These stressors, referred to as 
secondary stressors, often become sources of stress long after a separation / divorce.
There has been a considerable amount of research to support the fact that parental abuse 
(physical, sexual and neglect) in childhood is strongly linked to poor mental health outcomes in 
adulthood. In a 21 year follow-up of young people between the ages of 18 and 32 years, 14% of 
those with generalised anxiety disorder experienced maltreatment compared to 3% of controls 
(Moffitt et al„ 2007). Data from the British Birth Cohort Study of 1958, a 45 year study 
investigating the effect of childhood adversities persisting through adolescence and young 
adulthood into midlife, showed that cumulative stressors and more severe stressful life events 
experienced such as illness, sexual and physical abuse, were significantly associated with 
midlife psychopathology (Clark, Cladwell, Power, & Stansfield, 2010). Whilst studies like these 
are strong enough to suggest a causal relationship, studies of less severe problems in family 
functioning, such as emotional unresponsiveness, rejection, and family discord can be 
associated with poor mental health outcomes in adulthood but are not indicative of causal 
relationships. Longitudinal studies are therefore necessary to illuminate any causal relationship.
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Peer Relations as a Risk Factor for Poor Mental Health
Peer relations are extremely important to young people. The sense of connection and 
belonging experienced by young people through peer relations enriches their social 
and emotional development and offers many psychological benefits. Young people 
with good social support are more motivated, socially competent, report higher levels 
of self-esteem and leadership skills and lower levels of behavioural problems (Lande, 
Elsenberg, Christenson, & Sztainer, 2007). Close relationships are a major influence 
in developing self-efficacy and self-esteem (Bandura, 1982). However, when these 
social bonds are lost or broken, rejection and conflict contribute to a major form of 
peer stress which can be detrimental to one’s mental health (Graham, 2007). 
Adolescents often become psychologically vulnerable to such social isolation, placing 
them at an increased risk of mental health difficulties. Adolescents’ perceptions of the 
closeness of their peer relationships are associated with internalizing behaviours 
such as depression (Weinberg, 2001). Low levels of social support have also been 
considered a risk factor for suicidal ideation and suicide attempts (Prinstein, Nock, 
Spirito, & Grapantine, 2001). Strong social support acts as a protective factor. In 
cases where social isolation is a problem, family or school connectedness often 
serve as protective factors. Although research readily shows the importance of peers 
to young people, often it does not stress enough the value of continued nurturing that 
parents provide in addition to peer support (Sweeney & Dunne, 2003). In a study of 
15-17-year-olds in Ireland, over 50% of young Irish adolescents claimed to be “very 
satisfied” with their home life. Whilst valuing the opinions of peers, parents’ views on 
financial, family and educational concerns were still very much respected ("Quality of 
Life in Ireland," 2000).
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Adolescents from families with high levels of connectedness show decreased levels 
of risky behaviour such as early onset of substance abuse and are associated with 
later initiation of sexual activity (Resnick et al., 1997). For some young people contact 
with school staff is the most meaningful relationship in their lives and is equally as 
protective in caring for young people’s psychological well-being (Anderson, 
Christenson, Sinclair, & Lehr, 2004). It has also been suggested that peer support 
has a positive impact, not only at an individual level but also at a societal level, in 
terms of social participation, interpersonal trust, networking and a sense of security 
(Nieminen et al., 2010)
Anti-Social Behaviour as a Risk Factor for Poor Mental Health
The definition of anti-social behaviour remains intentionally vague, in order to cover a 
multitude of behaviours. Generally speaking, it refers to a broad range of behaviours 
that cause harm or disregard to others, however it may also include a number of anti­
social behaviour syndromes such as conduct disorder and anti-social personality 
disorder. Anti-social behaviour is thought to have two developmental pathways. The 
first is childhood onset anti-social behaviour which persists to adulthood. It is 
experienced by a smaller subgroup of individuals and is influenced greatly by social, 
familial and neurodevelopmental deficits. Its effects are long lasting and may have 
detrimental effects on the transition to adulthood. The second pathway, adolescent 
onset anti-social behaviour, is recognised as a more common and relatively transient 
experience for most teenagers which appears alongside puberty (Moffitt & Caspi,
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2001). Young people who experience adolescent onset anti-social behaviour 
demonstrate a smoother transition to adulthood. This is thought to apply to both 
genders, however, the majority of research tends to focus on males, research on 
female anti-social behaviour is still in its infancy (Odgers, Moffitt, et al., 2008).
Anti-social behaviour in adolescents and young adults is associated with a range of 
negative outcomes in adulthood. Data on childhood anti-social behaviour in 
(N=3,173) young people, measured at 12, 14 and 21 years as part of the Mater 
University Study of Pregnancy (MUSP), showed that adolescent onset and persistent 
anti-social behaviour was a risk factor for negative outcomes (continued anti-social 
behaviour, cannabis use and anxiety and depression symptoms) at age 21 years. Of 
note, males reported higher rates of anti-social behaviour than females (Bor, Me Gee, 
Hayatbakhsh, Dean, & Najman, 2010).
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In the Zuid-Holland prospective community study of childhood aggression, delinquent 
behaviour, anxiety and depression at age 4-16 years were the strongest predictors of 
adult psychopathology (aged 24 years). Almost one fourth of those children 
categorised as deviant continued to show such behaviour at 24 years of age. Where 
anxious / depressed behaviour predicted emotional problems, aggressive / 
delinquent behaviour were predictors of both emotional and behavioural problems in 
adulthood (Reef, Dlamantopoulou, van Meurs, Verhulst, & van der Ender, 2009).
The relationship between anti-social behaviour and substance use has been well 
recognised. This is not surprising given that substance use is known to compromise 
self-control, resulting in increased risk taking behaviour (Glantz & Leshner, 2000). 
According to the National Co-morbidity Survey, the prevalence of anti-social 
personality disorder amongst young people with lifetime cannabis dependence was 
21.4% (Agosti, Nunes, & Levin, 2002). Research has also reported associations 
between syndromes of anti-social behaviour such as conduct disorder and 
persistence of substance use disorders including alcohol and drugs (Nock, Kazdin, 
Hiripl, & Kessler, 2006). In a recent study of (N=3,965) students between 11 and 19 
years, fire setting was associated with psychopathology and substance use in 
adolescents (Me Kay, Boak, Henderson, Marton, & Adlaf, 2009).
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In a large nationally representative study of 12-30-year-olds in Great Britain (Youth 
Lifestyles Survey), binge drinking amongst 18-24-year-olds was strongly associated 
with criminal offending. Young people who were drunk on more than one occasion 
during a week were five times more likely to have been involved in criminal activity. 
Gender differences were also observed, with a greater proportion of males meeting 
criteria for binge drinking, thus larger numbers of males committing various crimes 
(Richardson & Budd, 2003).
Binge Drinking as a Risk Factor for Mental Health Disorders
There is considerable debate around what constitutes the term “binge drinking”. In 
general terms it refers to a single occasion of heavy episodic drinking. In an Irish 
context, binge drinking has often been defined as drinking 6 or more standard drinks 
on one occasion, at least once a week (Barry, et al., 2009). Substance use has been 
alluded to as a developmental disorder that coincides with the various stages of 
adolescent development, with increases observed as youth become independent 
from parents and decreases reported with marriage and parenthood (Tarter & 
Vanyukov, 1994). However, this fact should not dilute from the long-term effects on 
mental health in later life.
A substantial amount of research has informed us about the relationship between 
binge drinking in adolescence and the likelihood of developing an alcohol use
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disorder in adulthood. Most data has been extrapolated from the USA and Australian 
cohorts of young people with few longitudinal studies conducted in a European 
context (Kuntsche, Rehm, & Gmel, 2004). Longitudinal studies are of paramount 
importance in examining various trajectories and drinking patterns overtime.
The National Longitudinal Survey of Youth in the USA (N= 2,387) reported that binge 
drinking at 17-20 years was predictive of binge drinking at 30 and 31 years across 
both genders. Half of binge drinking male adolescents and one third of binge drinking 
female adolescents continued to engage in such behaviour. This was compared to 
19% of non-binge drinking males and 8% of non-binge drinking females (Me Carthy 
etal., 2004).
It has been widely reported that those most likely to increase their patterns of drinking 
between the ages of 18-24 years were young males with low self-efficacy who were 
intent on getting drunk (Schulenberg, Wadsworth, O' Malley, Bachman, & Johnston, 
1996). Research has shown that young people who met criteria for binge drinking 
between 13 and 18 years, specifically those in later years, were more likely to have 
an alcohol abuse or dependence disorder at 21 years (Hill, Shen, Lowers, & Locke, 
2000).
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The National Longitudinal Surveys of Youth USA (A/=1,972) indicated that binge 
drinkers identified at college were at risk of having an alcohol use or dependence 
disorder 10 years later, in comparison to non-binge drinkers (Jennison, 2004). 
Academic attrition levels were affected leading to lower levels of educational 
achievement and less favourable labour market positions for those young people 
who had a history of binge drinking.
In a longitudinal population based sample-the 1970’s British Cohort Study, young 
people (N= 11,622) were questioned about their drinking habits at aged 16 years and 
followed up at age 30 years. Young people with a history of binge drinking had a 1.5 -
2 fold increased risk of adult alcohol dependence, convictions, school problems, and 
illicit drug use. Social dysfunction as a result of binge drinking was independent of 
frequency of alcohol use, suggesting that binge drinking represents a specific high 
risk behavioural pattern of alcohol use in adolescence. This emphasises the need for 
binge drinking to be examined in the wider context of adolescent risky behaviours, as 
opposed to solely alcohol disorders (Viner & Taylor, 2007). Whilst binge drinking for 
some young people may be seen as a transient phase, for others it is the onset of 
addictive alcohol habits which gradually develop over years.
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Less well established is the link between binge drinking and general poor mental 
health outcomes in later life. Research reporting the relationship between substance 
abuse in college students and mental health outcomes has yielded mixed results 
(Ham & Hope, 2003). In the USA College Alcohol Study (CAS), poor mental health 
was significantly associated with alcohol use (Weitzman, 2004). Anxiety was related 
to the frequency of binge drinking episodes (Stewart, Zvolensky, & Eifert, 2001). 
However, recent findings from the NESARC study in 18-29-year-olds found that 
associations between alcohol and mental health disorders were only significant for 
alcohol dependence disorders (Dawson, Grant, Stinson, & Chou, 2005).
The Healthy Minds Study, based on (N=2,843) college students, reported that 
frequent binge drinking was negatively associated with major depression but 
positively associated with generalised anxiety disorder. These associations were 
stronger for males (Cranford, Elsenberg, & Serras, 2009). Binge drinking is also 
considered a risk factor for suicide. Early work on suicide has shown the association 
between suicide and social functioning (Durkheim, 1951). Whilst studies do not report 
a direct association between alcohol misuse and suicide, one can infer from previous 
studies which report that alcohol misuse can lead to a deterioration in social ties 
(Rossow & Lauritzen, 2001), thus raising the risk of suicide attempts for those who 
binge drink.
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More direct links between alcohol and drug abuse and violence have also been 
reported (Markowitz, 2001). Suicide itself may also be defined as an act of violence 
against oneself. In a retrospective study of completed suicides, 12 - 44% of females 
and 27 - 42% of males met criteria for a substance use disorder before their deaths 
(Marttunen, Hillevl, Henrlksson, & Lonnqvist, 1991; Schaffer et al., 1996). In non- 
clinical samples, youth substance use and abuse have also been associated with 
suicide attempts. Direct causal relationships have been difficult to form as often co- 
morbid psychiatric conditions occur alongside the substance use. In a study of 
adolescents who had committed suicide, 61% had a mood disorder and 35% had a 
substance disorder at the time of death (Schaffer, 2000).
In the National Longitudinal Study of Adolescent Health alcohol abuse was a strong 
predictor of suicide even when depression was controlled (Cutler, Glaeser, & 
Norberg, 2001). Two studies, one from the Youth Risk Behaviour Survey and one 
from the National Co-morbidity Survey, reported that a causal relationship between 
binge drinking and suicide was not found, however, alcohol use disorders specifically 
in females were associated with suicide attempts (Chatterji, Dave, Kaestner, & 
Markowitz, 2004). Additional longitudinal studies are necessary in order to draw 
definitive conclusions about such causal relationships.
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1.4 Longitudinal Studies
The importance of mental health in young people is heightened by the fact that 
childhood psychiatric disorders are highly likely to persist into adulthood with up to 
75% of adult mental disorders having their origins before the age of 18 years (Kim- 
Cohen et al., 2003). Mental ill-health not only affects the individual and their families 
but has considerable implications for society on the whole, with high social and 
economic cost including increased contact with the criminal justice system and higher 
rates of unemployment, which can lead to intergenerational cycles of disadvantage 
("Investing in Mental Health," 2003). This is supported by research showing that 
promotion and prevention strategies reduce the individual and social impact of poor 
mental health (Cuijpers, Van Straten, & Filip, 2005). Prospective longitudinal studies 
are ideally suited to studying human development and to understanding the 
processes of change and causality across the lifespan. Follow-up studies of young 
people enable a much deeper understanding of the developmental trajectory to poor 
mental health outcomes. They provide us with new insights into risk and protective 
factors for adverse outcomes compared with cross-sectional studies, which provide a 
single “snapshot” of a particular point in time (Cannon, Huttunen, & Murray, 2002). 
They are invaluable for identifying factors associated with mental disorders in the 
early stages which can lead to early intervention and often prevention. A number of 
cross-sectional studies have emerged in Ireland studying psychiatric disorders in 
young people as part of larger European multicentre studies such as the HBSC and 
the ESPAD studies, however, we have not progressed with the collection of 
longitudinal data in comparison to the UK and other countries. In 2006, the first
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National Longitudinal Study of Children in Ireland, also known as “Growing Up in 
Ireland", commenced with the hope of improving our understanding of all aspects of 
development in (N=8,500) children aged 9 years and 11,500 children aged 9-months 
-old ("Growing up in Ireland- National Longitudinal Study of Children- The Lives of 9 
year olds - Child Cohort," 2009). It is envisaged that the 9-year-old children will be 
followed up at age 13 years, thus building the transition from childhood to 
adolescence, however, there is still little research on Irish adolescents as they make 
the transition to young adulthood. The study described in this thesis, the Follow-Up to 
the original Challenging Times study which commenced in 2001, hopes to fill this 
gap.
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1.5 The Challenging Times Original Study
Brief Introduction
With a lack of systematic epidemiological research in Ireland on the prevalence of 
psychiatric disorders in children and adolescents, the Challenging Times study, 
conducted in 2001, investigated the prevalence of psychiatric disorders among Irish 
adolescents aged 12-15 years (Lynch, et al., 2004). The study sampled from a 
geographical catchment area of a community-based child and adolescent mental 
health team on the North side of the city of Dublin, Ireland. The catchment area had 
a population of 137,000. It included both inner city pockets of deprivation with high 
levels of drug abuse and criminality as well as large suburban housing estates and 
more affluent areas of private housing. A rural population was not included. The 
study was designed in two stages: a screening stage (for further details see (Lynch, 
et al., 2004) and an interview stage (for further details see (Lynch, et al., 2006).
Stage 1 involved screening for mental disorders in schools. In total, (N=723) 12-15- 
year-olds in eight schools were screened for mental ill-health using the Strengths and 
Difficulties Questionnaires (SDQ) (Goodman, 1987) and the Children’s Depression 
Inventory (CDI) (Kovacs, 1992). Young people who met criteria for inclusion in the “at 
risk" group (i.e., those that scored in the clinical range), were identified and 
proceeded to the second interview stage. All young people were matched for gender, 
school and school year.
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Results of the Challenging Times Original Study
Screening Stage
Of 12 schools selected, 8 schools participated in the study and (N=723) young 
people completed screening questionnaires in the classroom setting. Of those 
screened, (140 / 723) (19.4%) of participants were identified as being “at risk” of 
having mental health difficulties based on their screening scores. Three factors were 
found in multivariate analyses to be related to being “at risk”;
(a) not living with two biological parents
(b) ordinal position in the family (5th or above)
(c) attending a co-educational school (girls only)
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Interview Stage
Of the original group screened in school, (N=212) young people were interviewed. 
These comprised of (N=101) adolescents who had been deemed “at risk” and (N=94) 
adolescents matched for gender, age and school from the control group, along with 
(N=17) Individuals with “borderline" scores on the screener. Results showed that 32% 
of the “at risk” group and 12% of the not at risk group fulfilled diagnostic criteria for a 
current psychiatric disorder. This corresponded to a weighted population prevalence 
of psychiatric disorder of 15.6% in the population studied (i.e., approximately 1 in 6 of 
the 12-15-year-olds). This included 4.5% who met criteria for an affective disorder, 
3.7% for an anxiety disorder and 3.7% with ADHD. The estimated risk of past 
psychiatric disorder was 19%. Past suicidal ideation was experienced by 1.9% and 
1.5% had a history of parasuicide. An estimated 22% (i.e., more than 1 in 5) of the 
12-15-year-olds in this study fulfilled criteria for “binge drinking”. Risk factors for 
psychiatric disorders comprised: unhealthy family functioning, binge-drinking and a 
history of being bullied (Lynch, et al., 2004, 2006). Although no young people met 
criteria for psychotic disorders, fourteen young people reported psychotic symptoms. 
Research has reported that childhood traumas, including witnessing domestic 
violence, are associated with psychotic symptoms (Kelleher et al., 2008). Cannabis 
abuse is also associated with psychotic-like symptoms, particularly among 
adolescents with a history of trauma (Harley et al., 2010).
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1.6 Aims and Objectives of Thesis
The research described in this thesis is an epidemiological follow-up study of a cohort 
of (N=212) adolescents who participated in the original Challenging Times study 
eight years ago.
The principal aim of the current study is to trace and recruit all (N=212) adolescents 
using a number of tracing strategies. This will be followed by an invitation to 
participate in an assessment interview eight years later, where the participants were 
aged 19-23 years. The objectives of this study are:
1) To examine the mental health outcomes and social and occupational 
functioning of a cohort of young people (now aged 19-23 years) who were 
previously assessed at age 12-15 years.
2) To examine the association between life stresses such as poor family 
functioning, parental separation / divorce and peer relations, substance use 
and anti-social behaviour and mental health outcomes in young adulthood.
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A number of research hypotheses were formulated prior to commencing the 
research:
1. The prevalence rates of psychiatric disorders at CT2 will be greater 
than at CT1.
2. Adolescents who were “at risk” of a psychiatric disorder at CT1 will be 
more likely to have a psychiatric disorder at CT2.
3. Demographic factors such as education, employment status, socio­
economic status and family history of psychiatric illness will be 
associated with mental ill-health.
4. Poor psychosocial functioning will be associated with mental health 
outcomes at follow-up.
5. Adverse life events will be associated with poor mental health 
outcomes.
6. Poor family functioning and / or parental separation / divorce will be 
associated with poor mental health outcomes.
7. Peer relations as defined by size and strength of social network will 
have a protective effect on mental health outcomes.
8. Alcohol use at baseline will be associated with alcohol use disorder at 
follow-up.
9. A history of anti-social behaviour will be associated with poor mental 
health outcomes.
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Chapter 2: The Challenging Times Original Study
2.1 Methodology of the Challenging Times Original Study
2 .1 .1  E t h ic a l  A p p r o v a l
Ethical approval was granted by the Ethics Committee of the Mater Misericordiae 
University Hospital, Dublin, Ireland.
Informed, written consent from a parent / guardian(s) was sought for each eligible 
participant in the study due to the sensitive nature of the screening questions, and as 
a number of the participants could potentially be followed up with an interview which 
may result in referral to a child and adolescent psychiatry team for assessment and 
treatment. Each potential participant received a consent form and information leaflet 
on the study. Contact details were included on the information leaflet, should any of 
the parent / guardian(s) wish to discuss the research or have any questions. This 
consent form covered both screening and interview stages of the study.
Parent / guardian(s) completed the consent form which included their own personal 
contact details. This allowed for direct follow-up with the family after the screening 
stage. Should an adolescent and his / her parent / guardian(s) be invited to attend for 
interview in the second stage of the study, confidentiality from the school was 
ensured.
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For the purpose of inter-rater reliability, a number of assessments were videotaped. 
Consent from the relevant parent and adolescent was sought prior to videotaping. All 
videotapes were locked in a filing cabinet and once viewed for the purpose of inter­
rater reliability they were erased.
When a parent attending for interview enquired as to which category (i.e., “at risk” or 
“not at risk”) their child was in they were told immediately. It was explained that the 
child had scored in the clinical range on one or both of the Strength's and Difficulties 
Questionnaire (SDQ) and Children's Depression Inventory (CDI), or had indicated the 
presence of suicidal intent. They were advised that this may indicate that their child is 
experiencing some emotional distress, that they were upset on the particular day that 
the screening took place or that their child may not have been truthful with their 
responses on the questionnaires. Parents could discuss these possible alternatives 
and were advised that a future interview could be arranged, should they wish.
Prior to the interview, the young person was informed that the content of the 
interviews would be confidential, except if concerns arose during the interview 
regarding safety. For example, if child protection issues arose or if the adolescent 
disclosed significant suicidal ideation / intent and was reluctant to inform his / her 
parent / guardian(s).
37
Adolescents meeting criteria for Inclusion in the “at risk” category were interviewed 
before those In the “not at risk” category as it was envisaged that those in the former 
category were more likely to be experiencing psychological difficulties, may have 
been psychiatrically unwell and would more likely require referral to child and 
adolescent psychiatric services. Payment was not offered for participation in the 
study.
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2.1.2 Study Sample
1. Geographical area
The study was carried out in the geographical catchment area of a community-based 
child and adolescent mental health team in North Dublin. The catchment area has a 
population of 137,000, of whom 25,000 (18%) were under the age of 16 years and 
approximately 7,100 were aged 12-15 years. This includes inner-city pockets of 
severe deprivation with high levels of drug abuse and criminality, large suburban 
local authority housing estates and more affluent areas of private housing.
The population of the selected geographical area differs from the total population of 
Ireland as a rural population was not selected for participation in the study. 
Consultant led multi-disciplinary teams provide services on a geographical basis 
within this catchment area. One particular community-based child and adolescent 
psychiatry team covers the defined area and it was expected that this would facilitate 
ease of referral for those individuals who would require referral for further 
assessment. Within the catchment area there are 2 mental health hospital services 
as well as a network of day centers and day hospitals. Access to Community Child 
and Adolescent Psychiatry Services is through GP referral initially. There is a notable 
lack of youth specific mental health services or local initiatives within this catchment 
area.
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South-West 
Inner City South-East Inner City
Figure 2.1 : Map of Study’s Geographical Area (Maphoso, 2010)
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2. Age
All pupils aged 12-15 years attending 12 secondary schools in the catchment area 
formed the study population. This age range was chosen as, at the time of the 
original Challenging Times study, child and adolescent psychiatry services in Ireland 
only treated children up to the age of 16 years. If older adolescents were included at 
this time, liaison with adult mental health services would have been required if any 
individual over fifteen years old needed referral for assessment and treatment.
Another reason for including only 12-15-year-olds was that 16-year-olds would likely 
be doing state examinations and would prove more difficult to recruit for the study 
with reluctance from pupils, parents and teachers. Therefore, first and second year 
students provided the study sample.
3. School selection
The schools were selected using a stratified random sampling technique, stratified 
according to the approximate socio-economic class of the school ("Census of 
Population," 1996) and school type (single sex or co-educational), therefore, 
approximating to the geographical area population. The purpose of using a stratified 
random sampling technique was to ensure that the study sample was representative 
of all 12-15-year-olds in the defined geographical area where the study was taking 
place. Of the 12 schools selected, eight participated in the study. One school refused 
to participate due to concerns that questioning pupils about suicidal thoughts may
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have an adverse effect on pupils. Three schools that agreed to take part were 
excluded because parental consent forms were received back from less than 50% of 
the pupils in each of these schools. The four schools that were excluded from the 
study comprised two all-girls schools (estimated socio-economic groups 2 and 5), 
and two co-educational schools (estimated socio-economic groups 2 and 6) ("Census 
of Population," 1996). Their exclusion from the study did not skew the socio­
economic distribution of the remaining participating schools. Each school was 
allocated an approximate socio-economic class based on the school’s location. Each 
location was found within a district electoral division, each of which were allocated an 
approximate social class depending on which social class is the most represented in 
that particular area. See Table 2.1 for details of the schools selected for inclusion in 
the study. No private schools were selected during the stratified random sampling 
technique. The inclusion of more all-girls compared to more all-boys schools 
occurred by chance during the random selection process. The Irish Social Class 
Scale ("Census of Population," 1996) was used to allocate a socio-economic class to 
each participant. This scale uses occupation, in this case, parental occupation, as the 
Indicator of social class for the individual participants.
42
The Irish Social Class Scale ("Census of Population," 1996) comprises seven 
categories:
Socio-economic class 1: Higher Professional 
Socio-economic class 2: Lower Professional 
Socio-economic class 3: Non-manual skilled 
Socio-economic class 4: Skilled manual 
Socio-economic class 5: Semi-skilled manual 
Socio-economic class 6: Unskilled manual 
Socio-economic class 7: Unknown
Each participant was allocated a socio-economic class based on information 
obtained from the demographic questionnaire that they completed.
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T a b le  2 .1  D e ta i ls  o f  s c h o o ls  s e le c t e d  v ia  s t r a t i f ie d  r a n d o m  s a m p lin g  te c h n iq u e  
fo r  in c lu s io n  in  th e  o r ig in a l  C h a l le n g in g  T im e s  S tu d y  (L y n c h , e t  a l., 2 0 0 4 ).
School School Type Number of Pupils 
Eligible for 
Inclusion
Socio-Economic 
Class of School 
(Irish Social 
Class Scale)
1. All-girls 196 2
2. Co-educational 275 2
3. All-girls 267 2
4. All-girls 150 3
5. All-boys 280 4
6. Co-educational 190 4
7. All-girls 230 4
8. Co-educational 260 5
9. All-girls 80 5
10. Co-educational 45 6
11 All-boys 130 6
12 All-girls 103 6
Total 2206
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2.1.3 Con tact with Schools
The principals of the 12 selected schools were contacted by phone and asked if they 
would be interested in participating in the study. Consent was sought from the 
principals of each of the 12 schools selected and a liaison meeting took place 
between the school principal, a key staff member in the school (usually the guidance 
counsellor or a teacher with a mentoring role in the school) and a member of the 
research team.
The support of the school staff was essential to the success of the project. In each 
school there was a named liaison person from the school staff responsible for 
collection of the consent forms, often it was the guidance counsellor, school principal 
or, in other schools, an interested teacher.
An information sheet and consent form was sent to each parent / guardian along with 
a letter of support from the school principal. Different schools had different 
suggestions on how best to maximize return of their consent forms, whether the 
parent / guardian(s) were consenting to or refusing to allow their child’s participation 
in the study. In some schools the consent forms and leaflets were posted to homes, 
in others the pupils were given the forms to bring home, whilst in others, both 
techniques were employed. In two schools an invitation was accepted by the 
researcher to attend a parent-teacher meeting. This provided an opportunity to meet 
the parents directly, explain the study and to answer any queries. When every effort 
had been made to ensure that as many consent forms as possible were returned, a 
date for completion of the screening measures was arranged.
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2.2 Completion of Screening Instruments
On an agreed date, screening questionnaires were administered to all pupils who had 
returned a completed parental consent form. The questionnaires were administered to 
the pupils as a group in their classrooms, during a designated class time. Steps were 
taken to ensure that pupils were given as much privacy as possible, despite the 
classroom context. The researcher read out the questionnaires and the pupils were 
asked to fill in their responses on their copy of the questionnaires. This approach was 
used because of varying literacy levels among the pupils. The questionnaires required 
each pupil to give their name, date of birth and address to ensure that those identified 
as being ‘at risk’ could be followed up for the interview stage of the study.
2.2 .1  S c r e e n in g  In s t r u m e n t s
The following screening measures were used:
1. A Demographic Questionnaire: This questionnaire covers name, age, gender, 
date of birth, family constellation, parental occupation and ordinal position 
within the family. The Irish Social Class Scale ("Census of Population," 1996; 
Population, 1996) was used to allocate a socio-economic class to each 
participant (see section 2.1.2-(3)).
2. The Children’s Depression Inventory (CDI) (Kovacs, 1985, 1992): This is a 27- 
item self-rating symptom-orientated scale, which quantifies a range of 
depressive symptoms, including disturbed mood, hedonic capacity, vegetative
functions, self-evaluation and interpersonal behaviours. The CDI is reported to 
have a Cronbach’s alpha coefficient of 0.86, indicating that the scale has good 
Internal reliability (Kovacs, 1985). The Children’s Depression Inventory was 
Included as a measure of depressive symptomatology and suicidal ideation, 
which are not specifically covered by the SDQ. A sample from the CDI below 
Involves the individual ticking the statement which best applies to them over 
the past 2 weeks:
* I am sad once in a while.
* I am sad many times.
* I am sad all the time.
3. The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 1987): This is a 
brief behavioural screening questionnaire, which asks about 25 positive and negative 
personal attributes. The 25 items are divided into 5 scales; conduct hyperactivity, 
emotional, peer problems and pro-social, with 5 items in each scale. All but the pro­
social scale is summed to generate a total difficulties score. The scales internal 
reliability is acceptable, with Cronbach’s alpha yielding a coefficient of 0.73 
(Goodman, Ford, Simmons, Gatward, & Meltzer, 2000). The SDQ was included as it 
is a user friendly and nonintrusive measure covering common areas of emotional and 
behavioural difficulties.
A sample item from the SDQ is: “I worry a lot”. The individual completing the 
questionnaire has a choice of three boxes to tick in response to this statement. The 
boxes are labeled not true’, ‘somewhat true’, or certainly true’. The screening 
instruments were limited to these two plus the demographic questionnaire so that
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screening could be completed during a single class session (approximately 40 min), 
thus minimizing disruption to the school, pupils and teachers.
2 .2 .2  A n a ly s is  o f  S c r e e n in g  Q u e s t io n n a i r e s
On completion, the researcher collected the screening instruments and brought them 
with her when leaving the school. Each consent form was attached to the relevant 
completed screening questionnaires, thus ensuring that those who had completed 
the questionnaires were in fact eligible to do so. This also allowed ease of access to 
contact details after the questionnaires were analysed. The data was analysed using 
SPSS version 8.0 ("SPSS Inc. Statistical Package for the Social Sciences V8," 
1998). Chi-square tests and logistic regression analyses were used to compare the 
‘at risk’ and ‘not at risk' groups on a number of categorical variables.
2 .2 .3  C r i t e r ia  f o r  B e in g  ‘A t  R is k ’ o f  H a v in g  a  P s y c h ia t r ic  D is o r d e r
Young people were included in the ‘at risk’ category if they scored in the clinical 
range on the Children’s Depression Inventory (CDI) (i.e., > or equal to 65) and / or if 
they scored in the clinical range on the Strengths and Difficulties Questionnaire 
(SDQ) (> or equal to 17) and / or if they scored a 2 on item 9 of the CDI. Item 9 of the 
CDI requires young people to tick whichever of three statements applies to them. 
They score 0 if they tick ‘I do not think of killing myself, 1 if they tick ‘I think of killing 
myself but I would not do It’, and 2 if they tick ‘I want to kill myself’.
The remaining pupils, whose scores were in the normal range on the CDI and the 
SDQ, and who scored 0 or 1 on item 9 of the CDI, comprised the ‘not at risk’ group.
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Once the data from the questionnaires were analysed and those meeting the criteria 
for inclusion in the at risk” group were identified, the second stage, or interview 
stage, of the study proceeded.
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2 .2 .4  In t e r v ie w  S t u d y  S a m p le
All those who met criteria for the “at risk “category were invited for interview along 
with his / her parent / guardian(s). A comparison sample of young people from the 
"not at risk” category was matched with the interview sample for school (school-type 
and estimated socio-economic class of school) and school year (and therefore 
approximate age). Selection involved gathering all those from the “not at risk” 
category who matched an interviewed individual and randomly selecting one of those 
“not at risk” individuals. If the selected individual was not interviewed (e.g., if his / her 
parent / guardian(s) refused) another “not at risk” individual from the same group was 
selected.
2 .2 .5  C o n t a c t  w i th  F a m il ie s
Invitations for interview were sent by way of an introductory letter which was followed 
by a telephone call approximately 1 week later. During the telephone call with the 
parent / guardian, the letter that had previously been sent out was discussed. The 
parent / guardian were asked if they were willing to attend with the young person for 
interview at a time and date that was mutually convenient. The option of a home or 
clinic based interview was given. In one case the interview took take place in the 
school. Following arrangement of the interview, a letter of confirmation was sent to 
the parent / guardian(s).
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2.3 Interview Procedure
The parent / guardian(s) and adolescents were Interviewed separately and the choice 
of who went first was given to the family. They were advised that the interview could 
last between 1.5 hours to 3 hours depending on the young person’s presentation at 
the time of interview and the level of difficulties experienced in the past. While the 
young person was being interviewed, the parent / guardian(s) were asked to 
complete one of the self-report instruments that had been used at the interview stage 
and vice versa. At the end of the interview, both parent / guardlan(s) and adolescent 
were given the opportunity to ask any questions. The parent / guardian(s) were eager 
for immediate feedback but, as the interviews were not analysed at that point, only 
brief feedback based on the immediate information the researcher received at 
interview could be given. Provisional information could be given to parent / 
guardian(s) as to whether the young person appeared to have ‘no difficulties’, 'some 
difficulties’ or ‘significant difficulties’. Adolescents who experienced significant 
difficulties that may warrant referral to their local child and adolescent psychiatric 
service were discussed after the interview with both parent / guardian(s) and child.
All parents who attended with their child were sent a follow-up letter within a few days 
of being interviewed which gave brief feedback on the interview and gave them the 
opportunity to contact the researcher, should they have any questions.
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2.3.1 Interview Instruments
1. The Schedule for Affective Disorders and Schizophrenia for School Aged Children, 
Present and Lifetime Version (K-SADS-PL) (Kaufman e ta i, 1997; Kaufman, 
Birmaher, Brent, Rao, & Ryan, 1996)
The K-SADS-PL is a semi-structured interview which assesses both lifetime and 
current psychiatric diagnosis covering the Diagnostic Statistical Manual (DSM-IV) 
(American Psychiatric Association: Diagnostic and Statistical Manual of Mental 
Disorders 1994). It is carried out with the adolescent and the parent / guardian 
separately. The format Involves administering an initial, brief unstructured interview 
followed by a diagnostic screening interview. Specific questions were asked of the 
participant (s) pertaining to any history of being bullied or of abuse. In this case the 
definition of bullying was: a participant’s subjective experience of being bullied, 
whether physical, verbal or in other forms. When asked about abusive experiences in 
their lives, the participant’s reported instances of sexual, physical, emotional abuse 
and neglect. Questions regarding any history of parental psychopathology were 
asked of the parent / guardian(s).
Symptoms in the screening interview are rated according to current severity and most 
severe levels in the past. Depending upon the severity of key current and past 
symptoms reported in the screening interview, any of six diagnostic supplements 
(Affective Disorders, Psychotic Disorders, Anxiety Disorders, Behavioral Disorders, 
Substance Use and Other Disorders) could be administered. Post-traumatic stress 
disorder is assessed using the initial screening interview alone and is not included
52
within the supplements. K-SADS-PL does not yield severity ratings for clinically 
significant symptoms. Clinical symptoms are rated as ‘not present’, ‘subthreshold’, or 
‘threshold’.
Ten percent of interviews were randomly selected to test for inter-rater reliability. 
These interviews were videotaped and viewed by an independent observer (a 
Consultant Child and Adolescent Psychiatrist). Inter-rater reliability for the K-SADS- 
PL was estimated as > 90% in this study.
2. The British Picture Vocabulary Scale (BPVS-II) (Dunn, Whettion, & Burley, 1997)
The BPVS-II is an individually administered, norm referenced, wide-range test of 
vocabulary for standard English. It can be used with those ranging in age from 3 
years to 15-years-old. It consists of 4 training pages followed by 14 sets of 12 test 
items (168 in total). Each successive set is more difficult than the preceding one.
Each item has 4 black and white illustrations on a page. The participant has to select 
the picture considered to best illustrate the meaning of a stimulus word presented 
orally by the researcher. It is an achievement test designed to measure a subject’s 
receptive vocabulary for Standard English, thus showing the extent of English 
vocabulary acquisition. It may also be used as a screening test of scholastic 
acquisition (verbal ability / verbal Intelligence), as an important facet of intelligence is 
the acquisition of vocabulary. It measures the level of present functioning of a person. 
It has also been used as a good indicator of global cognitive ability (IQ) for research 
studies (Meltzer, Gatward, Goodman, & Ford, 2000). It has well established validity
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and reliability, with a Cronbach’s alpha coefficient of 0.86 in 14-15-year-olds and 0.89 
in 11-12-year-olds, indicating satisfactory consistency (Dunn, etal., 1997).
3. The General Functioning Sca le  of the Me Master Fam ily A ssessm ent  
Device(Byles, Byrne, Boyle, & Offord, 1988; Epstein, 1983).
Each participant was asked to complete the General Functioning Scale of the Me 
Master Family Assessment Device (Epstein, 1983), which examines patterns of 
interaction among family members (problem solving, support, communication and 
expression of emotion) and has been found to distinguish between healthy and 
unhealthy families. The Me Master Family Assessment Device Is made up of seven 
scales. One of these scales, the General Functioning Scale assesses the overall 
health / pathology of the family and can be completed quickly and without difficulty. It 
is a 12-item, self-rated questionnaire that can be filled out by family members aged 
12 years and over. The 12 items are presented as statements. Each family member 
rates his / her agreement or disagreement with how well an item describes their 
families by selecting one of four alternate responses: ‘strongly agree’,’ agree’, 
‘disagree’, and ‘strongly disagree’.
The General Functioning Scale of the Me Master Family Assessment Device has 
been shown to demonstrate good reliability and validity (Byles, et al., 1988) and to be 
internally consistent with a Cronbach’s alpha coefficient of 0.92 (Epstein, 1983). Each 
adolescent and his / her parent / guardian completed the General Functioning Scale 
of the Me Master Family Assessment Device as the other was being interviewed.
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4. The Sca le  of Suicidal Ideation (Beck, Kovacs, & Weissman, 1979)
This Scale of Suicidal Ideation (SSI) is a 21-item self-report measure which yields 
current and highest past levels of suicidal ideation. It assesses both passive and 
active suicidal ideations. It initially assesses an individual’s wish to live, wish to die, 
reasons to live versus reasons to die and active and passive suicidal ideation. 
Depending on the responses to these items, further questions are posed with a 
resultant measure of severity of current and / or past suicidal ideation. Each item 
consists of three alternative statements graded in intensity form 0 to 2. The total is 
computed by adding the individual item scores, resulting in a possible range of 
scores from 0 - 38. A sample item from the Scale for Suicidal Ideation (SSI) is: “Wish 
to live” the individual is asked to score this statement and is given three possible 
options 0 = moderate to strong, 1= weak and 2= none. The SSI has well-established 
validity and reliability; it has been shown to be internally consistent with a Cronbach’s 
alpha coefficient of 0.89 (Beck et al, 1979).
5. The Suicide Intent Sca le  (Beck, Schuyler, & Herman, 1974)
The Suicide Intent Scale (SIS) is a semi-structured, 15-item interviewer-completed 
rating scale used to evaluate the severity of suicidal intent for a previous suicide 
attempt. The interviewer assesses both “objective” (e.g., precautions against 
discovery and degree of planning) and “subjective” (e.g., expectation of fatality and 
perceived seriousness of the attempt) characteristics of the suicide attempt. Although 
developed for use with adults, the SIS has been recommended as appropriate for
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research with adolescents (Steer & Beck, 1988). The validity and reliability has been 
established. The total SIS has been found to be internally consistent with a 
Cronbach’s alpha coefficient of 0.85 (Spirito, Sterling, Donaldson, & Arrigan, 1996).
2.3.2 Analysis of Interview Instruments
Following completion of the interview with a parent / guardian and the young person, 
brief feedback was given to them. The researcher scored each of the interview 
instruments. The data from each of the Interview instruments was inputted and then 
analysed using the Statistical Package for Social Science ("SPSS Inc. Statistical 
Package for the Social Sciences V8," 1998).
Individuals who warranted referral to their local child and adolescent psychiatric team 
were identified clinically during the interview; several were identified following scoring 
of the interview instruments. These families were then contacted and the referral was 
made.
2.3.3 Criteria for Referral
The Individuals identified during the interview stage who warranted referral for 
assessment and possible intervention included those who showed:
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1. presence of a psychiatric disorder which was causing distress or impairing the 
functioning of the individual who was not attending a child and adolescent 
psychiatric service
2. functional impairment or distress in an individual who was not attending 
services and may not meet criteria for a psychiatric disorder
3. levels of parental distress or concern that warranted referral, even if criteria 
for a psychiatric disorder was not met in the individual and the Individual was 
not already attending child and adolescent psychiatric services.
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Chapter 3: Methodology of the Challenging Times Follow-Up Study
3.1 Methodology o f the Challenging Times Follow-Up Study
3.1.1 Ethical Considerations
Ethical approval for the study was granted by the Mater Misericordiae University 
Hospital, Research Ethics Committee, and the Royal College of Surgeons in 
Ireland’s, Research Ethics Committee, Dublin, Ireland (See Appendices 18 & 19).
As all participants were 18 years or above, they were able to give legally valid 
consent. In the event that a young person was suffering from an acute mental illness 
and could not give valid consent, participation was postponed until they had 
recovered. As participants were initially selected from main stream schools, no one 
had a severe learning disability. All participants were asked to sign a consent form 
(See Appendix 3) stating that they agreed to take part in the interview.
Prior to being interviewed, each participant was informed of the aim of the study. An 
information leaflet was provided and each participant was given the opportunity to 
discuss any worries / concerns. Participants were also ensured that the content of the 
Interviews were confidential, except if concerns arose during the interview regarding 
safety. For example, if the adolescent / young adult disclosed child sexual or child 
physical abuse where he / she or others were at risk and if he / she was reluctant to 
report it to the necessary services.
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Those participants who requested feedback on their original Challenging Times 
interview or on the follow-up interview were given brief feedback in the form of a 
telephone call / letter.
For participants who were experiencing psychological difficulties at follow-up 
interview and who had requested support, various options were discussed. The 
General Practitioner (GP) was suggested as the first point of contact. For those who 
refused to use their GPs letters of referral for the appropriate services were issued by 
either one of the two Consultant Psychiatrist’s on the research team.
Supports were also discussed with those participants who may not have been aware 
of their psychological difficulties but who would have met criteria for inclusion in an ‘at 
risk’ category or who were clearly unwell at the time of the follow-up interview.
As the interviews took between 1.5-4 hours, it was decided that a €100 gift voucher 
would compensate a young working adult for the time they were contributing to the 
project. A number of young people were currently employed and / or studying and 
volunteered up to 4 hours to attend interview. Those who could not participate in the 
interview and who had responded to the questionnaire by post received a €50 
voucher, on receipt of the completed questionnaires.
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3.1.2 Design and Methodology
A follow-up study of a cohort of (N=212) adolescents, who participated in the original 
Challenging Times Study (Lynch, et al., 2004, 2006; Mills, Guerin, Lynch, Daly, & 
Fitzpatrick, 2004), investigated:
1) the mental health outcomes and social and occupational functioning of a 
cohort of young people (now aged 19-23 years) who were previously 
assessed at age 12-15 years.
2) the association between life stresses such as poor family functioning, parental 
separation / divorce and peer relations, substance use and anti-social 
behaviour and mental health outcomes in young adulthood.
3.1.3 Sample and Procedure
This cohort study involved inviting all (N=212) young people, who participated in the 
interview stage of the Challenging Times study, to participate in an assessment 
interview (1.5 - 4 hrs.) eight years later; now aged 19-23 years (See Demographics 
Table 4.3).
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3.2 Recruitment of Sample / Tracing Strategies
3.2.1 First Line Stra tegy
An information leaflet, cover letter, consent form and pre-paid envelope (see 
Appendices 1,2,3) was sent to each participant, to the home address given at last 
contact. A week later this communication was followed up with a phone call by a 
member of the research team (1 Research Psychologist or 1 Child and Adolescent 
Psychiatrist), to enquire as to whether the participant was Interested in taking part in 
the study, to answer questions from the participant, to provide further information 
about the study as required and to organise the time, place and format of the 
assessment. If the participant was interested in participating, we asked for the 
consent form to be returned in the pre-paid envelope or to bring it along when 
attending the interview. Travel costs were covered should the young person agree to 
participate in the study, either with a pre-paid car park voucher for the hospital 
underground car park or a taxi was organised to collect the participant from their 
home and to return them upon completion of their interview. Maximum effort was 
made to accommodate participants in terms of timing and location of interviews, 
which could be carried out in one session or over several sessions at Beaumont 
Hospital, North County Dublin, in their own homes and during the evening or at 
weekends, if it did not suit to attend during the working week. We also asked the 
parent / guardian(s) to complete a questionnaire which rates the young adult’s 
psychological well-being at present.
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3.2.2 Second Line Strategy
Where we failed to contact cohort members after several phone calls, efforts were 
made to find updated contact details from a number of sources. Public records were 
checked (e.g., phonebook, internet, post office) fora forwarding address. Contact 
was made with the school that the young person was attending at the time of the 
initial study, to ascertain whether the school had a record of a more recent address. 
The participant’s GP at the time of the initial study was contacted. The Mater 
Misericordiae University Hospital records (i.e., general hospital records and child 
guidance records) were checked: if participants attended any Mater service, their 
most recent recorded address on the database was noted. When all else failed, 
researchers called out to the address given at last contact, to determine whether the 
person still lived at this address and to check if there was a forwarding address. If the 
participant was resident at this address, an information leaflet, cover letter, consent 
form and pre-paid envelope was left at the house / deposited through the letterbox. 
The pre-paid envelope was used to return the consent form to the research team, 
should the young person be interested in participating in the interview.
3.2.3 Third Line Strategy
In cases where it was not possible for the participant to attend for interview, subjects 
were given the option to participate by completing a revised version of the interview 
questionnaire at home and returning it to the study team. A stamped addressed 
envelope was provided with a consent form for those interested in completing the 
questionnaires. All questionnaires were colour coded according to questionnaire
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type. No names were written on the questionnaires. Subjects were identified only by 
their original Challenging Times Study number. This was to ensure confidentiality of 
the postal information. It was explained that if the participants had any difficulties 
understanding the questions they could telephone the study team. In order to clarify 
details on a number of questionnaires, we followed up with a telephone call. Once 
two signed copies of the consent form and questionnaire were received, a €50 
voucher was posted to the participant. Within two weeks of posting the packages, a 
phone call was made to each participant as a reminder to return the packages.
3.3 Interview Procedure
At interview participants were asked to sign a consent form stating that they agreed 
to take part in the follow-up study, If they had not already returned this by post. They 
were given full opportunity to ask any questions about the study. It was made clear to 
the participants that they were free to withdraw from the study at any time. After the 
interview, participants were given a voucher for €100 to thank them and to 
compensate them for their time and effort.
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3.3.1 Interview Measures
Structured Clinical Interview for D SM -IV  psychiatric diagnoses (S C ID  I and 
S C ID  II) (Ekselius, Lindstrom, von Knorring, Bodlund, & Kullgren, 1994; 
Steinberg, 1994).
Structured Interview for Prodrom al Sym ptom s Screener (S IP S )
(Miller, Me Glashan, & Rosen, 2002) (See Appendix 5).
Achenbach Adult S e lf  Report (Achenbach & Rescorla, 2003)
(See Appendix 6).
A chenbach Adult Behaviour Checklist (Achenbach & Rescorla, 2003)
(See Appendix 7).
The Stressful Life Events Schedule for Children and Adolescents  
(Williamson et at., 2003) (See Appendix 8).
Me Master Fam ily A ssessm ent Device  (Byles, etal., 1988; Epstein, 1983) 
(See Appendix 9).
Wide Range Achievem ent Test-Fourth Edition (W R A T  4) (Wilkinson & 
Robertson, 2006) (See Appendix 10).
Global A ssessm en t of Functioning Sca le  (Endicott, Spitzer, Fleiss, & 
Cohen, 1976; Luborsky, 1962) (See Appendix 11).
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Table 3.1 Instruments used to address study objectives
Objective Instruments
1) To examine the mental health 
outcomes and social and 
occupational functioning of a cohort of 
young people (nowaged 19-23 years) 
who were previously assessed at age 
12-15 years.
-Structured Clinical Interview for DSM-IV 
psychiatric diagnoses (S C ID 1) (Ekselius, et 
al., 1994; Steinberg, 1994)-to measure 
mental health outcomes
-Global Assessment of Functioning Scale 
(Endicott, etal., 1976; Luborsky, 1962)-to 
measure psycho-social functioning
2) To examine the association between 
life stresses such as poor family 
functioning, parental separation / 
divorce and peer relations, substance 
use and anti-social behaviour and 
mental health outcomes In young 
adulthood
-The Stressful Life Events Schedule for 
Children and Adolescents (Williamson, et al., 
2003)-to assess parental separation/divorce 
and substance use
-Achenbach Adult Self Report (Achenbach & 
Rescorla, 2003)
-Achenbach Adult Behaviour Checklist 
(Achenbach & Rescorla, 2003)-to measure 
peer relations and anti-social behaviour
-Me Master Family Assessment Device 
(Byles, et al., 1988; Epstein, 1983)
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The assessment interview lasted between 1 .5 -4  hours and comprised of the 
following components:
(a) Measures of psychopathology
We took both a categorical and a dimensional approach to the measurement of 
psychopathology as relatively few young adults will meet the full diagnostic criteria for 
disorders (particularly psychotic disorders) but subclinical symptoms have 
increasingly been linked to impairment (Kelleher, et al., 2008). We used a multiple 
informant approach by obtaining information from parents also.
Subjects were interviewed using the Structured Clinical Interview for D SM -IV  
psychiatric diagnoses (S C ID  I and S C ID  II) (Ekselius, et al., 1994; Steinberg, 1994). 
The SCID I is a widely-used, standardised semi-structured diagnostic interview which 
allows the interviewer to make DSM-IV (Am erican Psychiatric Association: Diagnostic 
and Statistical Manual of Mental Disorders 1994) Axls-I psychiatric diagnoses (SCID
I) and DSM-IV Axis-ll personality disorder diagnoses (SCID II). The format involves 
taking an initial, brief overview detailing demographic information, education and 
work history, past periods of psychopathology and / or psychopathology during the 
past month and current social functioning. Specific questions were then asked of the 
participants during this screening interview pertaining to substance abuse (alcohol 
and drug use), anxiety disorders (panic disorder, agoraphobia without panic disorder, 
social phobia, specific phobia, obsessive compulsive disorder, obsessions / 
compulsions, generalised anxiety disorder) post-traumatic stress disorder and eating
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disorders. Mood disorders were also examined taking into account suicidal 
behaviours as part of this module.
Symptoms in the screening interview are rated as ‘not present’ or ‘present’, both 
according to their current severity and most severe levels in the past. Depending 
upon the severity of key current and past symptoms reported In the screening 
interview, any of the above modules could be administered. The SCID I was carried 
out only with the young person participating in this study. There is also a general 
information section which assesses social functioning using the Global A ssessm ent  
of Functioning (G A F) scale, which is completed following interview.
We used the Structured Interview for Prodromal Sym ptom s Screener (S IP S )  to 
assess the presence of prodromal symptoms (Miller, et al., 2002).
We used the A chenbach Adult S e lf  Report questionnaire (Achenbach & Rescorla, 
2003) to provide information on dimensions of psychological functioning: Depressive 
Problems; Anxiety Problems; Somatic Problems; Avoidant Personality Problems; 
Attention Deficit / Hyperactivity Problems; and Anti-Social Personality Problems.
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Parents were also asked to complete the Achenbach Adult Behaviour Checklist 
(Achenbach & Rescorla, 2003); a standardised questionnaire about the young 
person’s mental health and general functioning which was returned to the study team 
in a stamped addressed envelope.
Both the Achenbach Adult S e lf  Report and the Achenbach Adult Behaviour Checklist 
have been shown to demonstrate good reliability and validity (Achenbach & Rescorla, 
2003). Reliability was generally very high, with all test-retest r ‘s being significant at 
p< 0.01 and with most ranging between .80 and .90. It shows good internal 
consistency reliability with Cronbach’s alpha for the adaptive functioning scales being 
moderately high, .60 -.78. These alphas are reasonable for scales that have relatively 
few items. For the empirically based problem scales, the alpha ranged from .51- .97. 
For the DSM-IV oriented scales, the alphas ranged from .68 to .88. The only alpha 
< .70 was on the ASR anxiety problems scale.
b) Measurement of stressful life events
The transition from adolescence to adulthood is a time of great change and 
potentially much stress. Each adolescent was asked to complete a detailed 
questionnaire outlining any stressful life events experienced in their lifetime, with 
particular interest in those events since they were last interviewed for the Challenging 
Times study. The Stressfu l Life Events Schedule for Children and Adolescents  
(Williamson, et al., 2003), is a semi-structured interview with good psychometric 
properties. This instrument enquires about a range of stressful life events that the
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young person may have experienced in the areas of education, work, money, 
housing, crime, health, deaths, romantic relationships, other relationships and 
additional events. For each item, participants were asked to rate how subjectively 
stressful the life event was on a scale of 1 to 10. These ratings were then used to 
generate a total mean specific stressful life event score for each of the above areas, 
as well as a total mean stressful life event score, by combining all of the stressful life 
events together. Lower stressful life event scores indicated less stress In the young 
person’s life; higher stressful life event scores indicated more stress in the young 
person’s life.
The Stressful Life Events Schedule for Children and Adolescents was shown to have 
substantial inter-rater consensus reliability for objective threat (K = 0.67) and perfect 
reliability for event behaviour - dependence / independence (K = 0.84). Test-retest 
reliability was also found to be good at the level of specific event comparisons 
(K = 0.68) (Williamson, et al., 2003).
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c) Measurement of family functioning
The General Functioning Sca le  of the Me Master Fam ily A ssessm en t Device (Byles, 
et al., 1988; Epstein, 1983). Each participant was asked to complete the General 
Functioning Scale of the Me Master Family Assessment Device, (Epstein, 1983) 
which examines patterns of interaction among family members (problem solving, 
support, communication and expression of emotion) and has been found to 
distinguish between healthy and unhealthy families. The Me Master Family 
Assessment Device is made up of seven scales. One of these scales, the General 
Functioning Scale, assesses the overall health / pathology of the family and can be 
completed quickly and without difficulty. It is a 12-item, self-rated questionnaire that 
can be filled out by family members aged 12 years and over. The 12-item self-rated 
questionnaire presents 6 positive statements (indicating good family functioning) and 
6 negative statements (indicating poor family functioning) that each participant rated 
his or her agreement or disagreement with how well the item described his / her 
family. Each participant selected one of 4 alternate responses:’ strongly agree’, 
‘agree’, ‘disagree’, 'strongly disagree’ for both positive and negative statements which 
were then re-coded. ‘Strongly agree’ on a positive statement was re-coded as a 1, 
‘agree’ on a positive statement was re-coded as a 2, ‘disagree’ on a positive 
statement was re-coded as a 3 and ‘strongly disagree’ on positive statement was re­
coded as a 4. ‘Strongly agree’ on a negative statement was re-coded with a 4.
‘Agree’ with a negative statement was re-coded as a 3, ‘disagree’ with a negative 
statement was re-coded with a 2 and ‘strongly disagree’ with a negative statement 
was re-coded with a 1. These were then totalled to give a total mean family
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functioning score per individual. Young people could score between 12 and 48, with 
lower scores indicative of better family functioning and higher scores indicating 
poorer family functioning. The median family functioning score calculated was 22.00.
The General Functioning Scale of the Me Master Family Assessment Device has 
been shown to demonstrate good reliability and validity (Byles, et al., 1988) and to be 
internally consistent with a Cronbach’s alpha coefficient of .92 (Epstein, 1983).
d) Measurement of Cognitive Ability
Each subject was administered the word-reading subtest of the Wide Range  
Achievem ent Test-Fourth Edition (W R A T  4) which provides a brief measure of 
cognitive functioning (verbal intelligence) (Wilkinson & Robertson, 2006).
e) Measurement of general functioning (interviewer-rated)
After the interview, the interviewer completed the Global A ssessm ent Sca le  (Endicott, 
et al., 1976; Luborsky, 1962), a rating scale for the evaluation of the overall 
functioning of a subject during a specified time period, rated on a continuum from 
psychological or psychiatric sickness to health from 1 to 100. Scores <70 were 
indicative of poorer psychosocial functioning and scores 71 -100 were indicative of 
higher psychosocial functioning.
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Postal Questionnaires
The postal questionnaire ‘pack’ duplicated, as far as possible, the measures and 
instruments used in the interview (see above) and comprised of the following (see 
Appendices 1-15): cover letter and consent forms x 2, S C ID  I screener supplemented 
by questions extracted from the SCID I Interview schedule on alcohol and substance 
misuse, hallucinations, anxiety, depression and suicide, Achenbach Adult S e lf  Report 
and Achenbach Adult Behaviour Checklist (parental questionnaire) (Achenbach & 
Rescorla, 2003), Structured Interview for Prodromal Sym ptom s Screener (Miller, et 
al., 2002), The Stressful Life Even ts Schedule for Children and Adolescents  
(Williamson, etal., 2003), Me Master Fam ily A ssessm en t D evice: general functioning 
subscale  (Epstein, 1983), Fam ily and Medical History Checklist-a  12-item checklist of 
common health problems experienced by young people and his / her immediate and 
or extended family.
3.3.2 Statistical Analysis o f Interview Instruments
Once an interview was completed the research psychologist scored each of the 
interview instruments. All measures were entered into an SPSS file ("SPSS 
Statistical Package for the Social Sciences V15.0 for Windows," 2006) using study 
numbers only. No personal details identifying the participants were entered into the 
database. Data was analysed using SPSS (Version 15.0).
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a) Prevalence R ates  o f Psychiatric Disorders
The first set of analyses focused on the prevalence rates of psychiatric disorders at 
follow-up, the effect of treatment (ever) on the sample and co-morbidity rates. Chi- 
square tests were performed to examine the relationship between responders and 
non- responders at Challenging Times follow-up in terms of gender, parental socio­
economic status (SES) and psychiatric outcomes. Means and percentage’s were 
used to describe the demographic details of the sample at follow-up.
Weighted Prevalence o f psychiatric disorders
The prevalence rates of psychiatric disorders at follow-up were all weighted (see 
table 5.1). Because the proportion of those interviewed in the original Challenging 
Times study oversampled the “at risk” group in comparison to the “not at risk” group, 
a weighted analysis giving more weight or importance to the results of the “not at risk” 
group was carried out in order to estimate the prevalence of disorders in the entire 
population.
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The prevalence rates In the follow-up study were weighted using the method 
employed in the original study. In CT1 (N=157) individuals were deemed to be 'at 
risk’ and (N=566) were recruited in the comparison group. 72% of the ‘at risk’ group 
and only 16% of the comparison group were interviewed. The weighted prevalence 
reflects the overall prevalence that would have been observed in this follow-up study 
if all of the CT1 comparison and ‘at risk’ individuals were studied.
Of the (N=169) individuals followed up here, (N=92) were from the original CT1 ‘at 
risk’ group and (N=77) were from the original CT 1 comparison group. Therefore 
every individual followed up here in the ‘at risk’ group represents 1.7 individuals in the 
entire ‘at risk’ group (157 / 92) and every Individual followed up in the comparison 
groups represents 7.4 individuals in the original comparison group (566 / 77). The 
crude prevalence rates from this follow-up were multiplied by these weights.
For example, any SCID I disorder at CT2:
30 individuals from the ‘at-risk’ group and 17 from the comparison group had a SCID 
I disorder.
Weighted prevalence = (30 x1.7) + (17x7.4)
566+173 (full CT1 sample) =24.3
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Using the technique of weighted analysis as outlined above the rate of current 
psychiatric disorders generated from the SCID I, using DSM-IV criteria, in the total 
study population were estimated.
b) Diagnostic Outcom es
The age 19-23 years psychiatric disorder outcomes were divided into five exclusive 
diagnostic groupings (mood disorder, anxiety disorder, substance use disorder 
(excluding alcohol), alcohol disorder and any SCID I disorder outcome). Each 
individual was then further classified as control or a case. The control group 
comprised of controls (i.e., never had any disorder in the past or currently at baseline, 
never had any disorder at follow-up or between Challenging Times original study 
(CT1) and follow-up (CT2) OR remitters (i.e., had a disorder in the past or currently at 
baseline and no longer had a disorder at follow-up). The cases group comprised of 
new onset (i.e., had no disorder in the past or currently at baseline and had since 
developed a disorder between baseline and follow-up) OR persisters (i.e., had a 
disorder in the past or currently at baseline and continued to have a disorder at 
follow-up).
Independent t -  tests were used to analyse Global Assessment of Functioning Scale 
scores as predictors of psychiatric disorders at follow-up. Chi-square tests were 
performed to examine the associations between demographic risk factors and 
psychiatric disorders at follow-up.
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Multivariate logistic regression models and adjusted odds ratios (OR’s) were used to 
examine the association between meeting criteria for inclusion In the “at risk” group at 
CT1 and having a psychiatric disorder at follow-up, whilst controlling for the 
confounding effects of gender and family history of psychiatric illness.
Mean’s and percentages were used to examine rates of co-morbidity for each of the 
four diagnostic groupings: mood disorders, anxiety disorders, substance use 
disorders (excluding alcohol) and alcohol disorders to examine the effect of treatment 
on psychopathology at follow-up. A pearsons chi-square test of independence was 
used to examine the association between co-morbidity at baseline and at follow-up 
and to determine the effect of treatment (ever) at follow-up on co-morbidity.
c) Stressful Life Events
The second set of analyses focused on stressful life events as factors associated 
with psychiatric disorders at follow-up. The stressful life individual event scores were 
converted into a total mean stressful life event score for each participant. This score 
was based on totalling the subjective ratings out of 10 of each of the specific stressful 
life event scores and dividing this score by the number of specific stressful life 
events. A one-way analysis of variance (ANOVA) was used to examine associations 
between total mean stressful life event scores and psychiatric disorder outcomes at 
follow-up.
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Independent t -  tests were used to study the relationship between demographic 
variables (gender and history of psychiatric illness) and total mean stressful life event 
scores at follow-up. A one-way ANOVA was used to study the relationship between 
demographic variables (education and employment status) and total mean stressful 
life event scores at follow-up.
Specific Stressfu l Life Events
The participants’ subjective ratings of the stressful life events on a scale of 1 to 10 
were used to generate a total mean specific stressful life event score for each of the 
ten specific stressors: education, work, money, housing, crime, health, deaths, 
romantic relationships, other relationships and additional events. Descriptive statistics 
were used to examine the participant’s subjective ratings of the specific stressful life 
events. A one-way ANOVA was used to look at the association between participants’ 
subjective ratings of each of the 10 specific stressful life events and psychiatric 
outcomes.
d) Factors associated with Psychiatric Outcom es
1 ) Parental Separation /  Divorce: Chi-square tests were performed to examine 
the association between parental separation /  divorce and psychiatric 
outcomes.
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2) Peer Relationships: To test whether there was a relationship between poor 
peer relationships and psychiatric outcomes a total peer relations score was 
calculated and a one-way ANOVA was used to examine differences in those 
with high and low peer relation scores and psychiatric outcomes.
3) Binge-Drinking: A chi-square test examined whether there was an association 
between binge drinking at CT2 and alcohol disorder outcomes. To examine 
whether alcohol use at CT1 was predictive of binge drinking at CT2 or if 
alcohol use was predictive of an alcohol disorder at CT2 chi-square tests were 
employed.
4) Anti-Social Behaviour: A positive reply to any one of three questions relating to 
anti-social behaviour was coded at 1= anti-social behaviour present or 0= no 
anti-social behaviour. Descriptive statistics were used to describe the 
demographic characteristics of young people with a history of anti-social 
behaviour. Chi-square tests were used to test if demographic variables were 
associated with anti-social behaviour and if a history of anti-social behaviour 
was associated with psychiatric outcomes at follow-up.
5) Family Functioning Scores: Total mean family functioning scores were 
calculated and using a one-way ANOVA their relationship with psychiatric 
outcomes was examined. Independent t- tests were used to examine the 
relationship between demographic variables (gender and history of family 
psychiatric illness) and family functioning scores. A one-way ANOVA was
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used to examine the association between demographic variables (education 
and employment status) and family functioning scores.
Statistical significance was evaluated using 0.05 level tests.
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3.3.3 Criteria for Referral to G P / Adult Psychiatric Services
A number of individuals were identified during the interview who warranted referral to 
their local General Practitioner (GP) / psychiatric service for assessment and possible 
Intervention. The following criteria for referral had to be met: 1. Presence of a 
psychiatric disorder, which is causing distress or impairing the functioning of the 
individual who is not already attending a psychiatric service (self-report or objective 
report) OR 2. Functional impairment or distress in an Individual, who is not already 
attending a psychiatric service, even if criteria for a psychiatric disorder are not met 
(self-report or objective report). If the young person consented to the referral being 
made, the researcher would discuss the case with her supervisor which would follow 
with a referral letter to the appropriate team by either the Consultant Adult 
Psychiatrist or Child and Adolescent Psychiatrist on the research team. Close contact 
was kept with the young person in question throughout this procedure. All of those 
interviewed, who required referral, lived within a particular geographical catchment 
area (As outlined in section 2.1.2) and a number of adult psychiatric teams covered 
this area.
If a young person refused referral for assessment the reasons for refusal were 
explored. The criteria for referral was explained to the young person and any 
concerns the researcher had would be outlined. Referrals were made to three 
participant’s GPs and one young person refused to consent to a referral despite a 
recommendation being made. They were advised that a referral could be made at 
any time in the future, should they change their mind.
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3.3.4 Management o f Difficulties Arising During Follow-Up
A number of potential difficulties were anticipated prior to commencing the follow-up 
study. These included difficulty in tracing participants, participants interested in the 
study but reluctant to miss work / college to attend for interview, participants 
arranging Interviews but not attending, participants agreeing to complete postal 
questionnaires but not returning them and disclosure of child sexual abuse. These 
issues are individually addressed below.
1. Difficulty in tracing participants
The main problem with longitudinal studies and a major threat to their validity Is the 
problem of attrition. Prior to starting the study we recognised that it would be a 
challenge to trace all (N=212) young people after approximately 8 years. A significant 
number of participants in the study proved difficult to follow-up as the Challenging 
Times original study was not initially designed as a follow-up study. Given that the 
validity of the study depended on having information on outcomes for the majority of 
the cohort, other methods, apart from direct contact, to gather such information on 
non-responders to see whether they differ from those who participated in the follow- 
up study, was necessary. The Mater Mlsericordiae University Hospital Research 
Ethics Committee granted ethical approval to check the Mater Misericordiae 
University Hospital database and Child Guidance Clinical Records, to see whether 
any participants had attended in the time between the original Challenging Times 
Study and the follow-up. We found a significant proportion, 15 % (31 / 212), had
attended the child guidance clinic in the past eight years. We also received ethical
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approval from the Mater Misericordlae University Hospital to check hospital records 
to clarify diagnosis and / or the main reason for attendance in non-responders. When 
all else failed researchers called out to the address given at last contact to determine 
whether the person still lived at this address and to check if there was a forwarding 
address. A cover letter, consent form and information leaflet was left with a pre-paid 
envelope to return the consent form if the participant was interested in participating.
2. Participants interested in the study but reluctant to miss work I college to 
attend for interview
A number of young people were interested in attending for interview but were 
reluctant to miss college and / or work in order to attend for interview. To 
accommodate these young people, maximum effort was made in terms of timing and 
location of interviews, which could be carried out in one session or over several 
sessions at Beaumont Hospital, North County Dublin, in their own homes and during 
the evening or at weekends, if it did not suit to attend during the working week. Travel 
costs were covered should the young person agree to participate in the study, either 
with a pre-paid car park voucher for the hospital underground car park or a taxi was 
organised to collect the participant from their home and to return them upon 
completion of their interview. Twenty five percent of the sample chose a home 
interview. For those who could not attend interview the option of returning a modified 
version of the questionnaires by post was offered, as detailed above (see 3.3.1)
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3. Participants arranging interviews but not attending
A number of young people arranged interviews but did not attend at the time and 
date specified. These were from both the “at risk” and “not at risk” groups identified at 
the original study. When a young person failed to attend for interview, they were 
contacted by telephone to remind them of the appointment. A number of young 
people genuinely forgot their appointment and subsequently attended immediately on 
the same day. Following the telephone call, each young person was contacted a day 
later and attempts were made to re-arrange the interview. If no contact was possible 
by telephone, a letter was written advising them that an interview could be arranged 
in the future should they wish.
4. Participants agreeing to complete postal questionnaires but not returning 
them.
Within 2 weeks of posting the questionnaire packs, a phone call was made to each 
participant as a reminder to return the packs. Where packs failed to be returned, a 
reminder letter was posted immediately. In some cases the postal questionnaires 
were mislaid and a replacement pack was posted out.
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5. Disclosure of child sexual abuse
One young person disclosed child sexual abuse which had not been disclosed at the 
original Challenging Times interview. As there was a possibility of a number of 
children / young people being at risk, this was reported to the appropriate services by 
a member of the research team. The young person did not wish to make a formal 
allegation. Appropriate supports were discussed with the young person at the time of 
interview of which they decided not to avail. A follow-up telephone call was made to 
the young person within 2 days of disclosure as this was the first time they had 
confided in anyone. One year later a telephone call was made to the young person. 
All members of the research team had received training in the Children First National 
Guidelines for the Protection and Welfare of Children (Children First National 
Guidelines for the Protection and Welfare of Children, 1999).
3.4 Training of Interviewers
All interviewers (1 Consultant Child and Adolescent Psychiatrist and 1 Research 
Psychologist) were trained in the use of the instruments. All interviewers attended a 3 
day training workshop in the administration of the Structured Clinical Interview for 
D SM -IV psychiatric diagnoses (S C ID  I and S C ID  II) (Ekselius, et al., 1994; Steinberg, 
1994). The research psychologist initially observed interviews with a senior colleague 
who had extensive experience and training in its use. The research psychologist was 
then observed by a senior member of staff on the research team, with the consent of
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the young person being interviewed. The experienced individual co-scored a number 
of the interviews conducted by the research psychologist throughout the training 
process. The completed SCID I interviews, which were Independently scored were 
then compared and any discrepancies were discussed. There was a high degree of 
correlation and agreement regarding the results of the SCID I between the 
researcher and the trainer. The research psychologist had access to regular 
supervision.
3.5 Inter-Rater Reliability
For the purposes of measuring inter-rater reliability, 10% of interviews were randomly 
selected. An independent observer (a Consultant Child and Adolescent Psychiatrist) 
viewed the completed interviews, which were co-scored by either the research 
psychologist or trainer. Inter-rater reliability for the SCID I was estimated as greater 
than 90%, indicating a very high degree of consistency between the two raters.
85
Chapter 4: Results of the Interview Stage
4.1 Results of Recruitment
Two hundred and twelve young people were Invited for interview. In total, Information 
was obtained on (N=169) young people (80% of the total population). One hundred 
and fifty six young people attended for interview, (N=12) young people returned 
postal questionnaires and (N=1) young person’s mother volunteered information over 
the phone, as the young person in question had received a diagnosis of 
schizophrenia between the Challenging Times original study and the follow-up study 
and was too ill to participate.
A number of tracing strategies were used to maximise the response rate from these 
young people.
4.1.1 First Line Strategy Response Rates
One hundred and four young people returned their consent forms by post and were 
interviewed at follow-up. This was in response to 212 information leaflets, cover 
letters and consent forms, which were sent out to their home addresses recorded at 
last contact.
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Fifteen young people refused to participate when contacted by phone. Eight said they 
were not interested and a further (N=7) young people made appointments for interview 
but failed to present on the day.
Ninety eight young people were still living at their home address obtained at the original 
Challenging Times interview.
4.1.2 Second Line Strategy Response Rates
A further (N=31) young people’s updated contact details were obtained and all (N=31) young 
people were recruited through consulting the Mater Misericordiae University Hospital records. 
Fifteen percent had attended the child guidance clinic over the past eight years.
One young person’s contact details, from the (N=104) above were obtained from their 
former school Principal.
One young person’s contact details, from the (N=104) that returned their consent forms as 
stated above, was confirmed with the help of a social networking site.
Of the (N=104) young people, (N=1) young person’s mother gave information by phone, as 
her son was diagnosed with schizophrenia over the 8 year follow-up period and was too ill 
to participate.
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Of the 35 house calls that were made, (N=22) young people agreed to attend an 
interview. Eleven were cases and (N=11) were controls, as diagnosed at baseline. All 
Challenging Times original study cases were defined as: adolescents that received a 
current / past diagnosis of a psychiatric disorder. Controls were defined as: 
adolescents that did not receive a diagnosis, currently, at baseline or in the past. 
Thirteen young people had moved on from the given address at baseline interview.
There was difficulty locating (N=13) young people-all of whom we obtained 
information on but with no definite addresses with which to follow up the young 
people. All (N=13) had moved out of Dublin city, (N=7) were cases, as identified at 
baseline, (N=6) were controls.
4.1.3 Third Line Strategy Response Rates
Twenty seven young people requested postal questionnaires. Eight of these young 
people were identified as cases, based on their overall diagnosis at baseline; (N=19) 
were controls, based on the original Challenging Times results.
Fifteen young people (N=6) cases and (N=9) controls did not return their 
questionnaires. In total, (N=12) young people (N=2) cases and (N=10) controls 
returned their postal questionnaires. The following figures outline the tracing 
strategies and response rates.
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Figure 4.2: Response rates at fo llow-up in relation to original diagnosis at 
Challenging Times original study
4.2 Return Rates of Youth Self Reports and Adult Behaviour Checklists
As the interview could last between 1.5-4 hours, often the young person agreed to 
complete the Youth Self Report (YSR) at home and to return It with their parent / 
guardian(s) Adult Behaviour Checklist (ABCL), in the stamped addressed envelope 
provided. All 168 young people agreed to take an Adult Behaviour Checklist for their 
parent / guardian(s) to complete, however, not all were returned. One hundred and 
four (60.0%) returned both their YSR and ABCL. Thirty six (21.3%) returned their 
YSR and five (3.0%) returned their ABCL. Twenty four young people (14.20%) failed 
to return their form.
4.3 Location of Interviews
As outlined in Chapter 3, 156 interviews took place in either the Education and 
Research Center (ERC) at Beaumont Hospital or in the participant’s homes. One 
hundred and seventeen (69.2%) took place in the ERC Beaumont Hospital and 39 
(23.1%) took place in the young people’s homes. The choice of location was left up 
to the participant. Information was obtained on (N=12) (7.1%) young people through 
posted questionnaires and (N=1) (0.6%) young person’s mother volunteered 
information over the telephone. The numbers of participants attending for interview in 
the different locations are outlined in Table 4.1
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Table 4.1 The number of young people interviewed in different locations at
follow-up (N=1561)
Location of Interview N (%)
ERC, Beaumont Hospital 117(75.0)
Home 39 (25.0)
1 N- y o u n g  people participated in the tollow-up, however the above table is Based on those interviewed only. tiRC=
Education Research Center
4.4 Comparison between those who agreed to participate in the follow-up 
study and those who refused
Those who agreed to participate in the follow-up study were examined to see if they
were any different from those who chose not to participate (N=43) (non-responders).
At baseline, (N=15) of these young people had met criteria for a psychiatric disorder.
Table 4.2 illustrates the comparisons between the characteristics of the responders
and non-responders at follow-up. Young people who agreed to participate in the
follow-up study were compared to the non-responders on a number of variables.
There were no significant differences between responders and non-responders in
terms of gender (x 2 =0.173, df=1, p=0.677), parental socio-economic status (SES)
(x 2 =0.218, df=1, p=0.640) or diagnosis of a psychiatric disorder (x 2 =0.521, df=1,
p=0.412).
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Table 4.2 Baseline comparisons o f the characteristics o f the responders
(N=169) and non-responders at follow-up (N=43)
Responders
N (%)
Non-Responders
N (%)
*2 df p-value
G ender 0.173 1 0.677
Male 78 (46.2) 22 (51.2)
Female 91 (53.8) 21 (48.8)
Parental S E S 0.218 1 0.640
Professional / Managerial 68 (40.2) 15(34.9)
Other1 101 (59.8) 28(65.1)
Depressive Disorders 
CT1
Yes 33(19.5) 4 (9.3) 1.828 1 0.176
Anxiety D isorders C T 1
Yes 15(8.9) 5(11.6) 0.067 1 0.796
Overall D iagnosis at CT1
Yes 103 (87.0) 15(13.0) 0.521 1 0.412
*p<0 05 (statistically significant)
Parental S E S : Socio - economic status as per CT1 groupings (see methods)
1 Occupations were collapsed: other - non manual / skilled manual, semi - skilled manual / unemployed
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4.5 Demographic Details of the Follow-Up Study Population
We obtained information on (N=169) young people (156 interview, 12 post, 1 through 
parent), of whom (N=78) were male and (N=91) were female.
The mean age at follow-up was 21 years (SD 1.00) (19-24 yrs).
Table 4.3 shows the demographic details of the participants.
In terms of parental socio-economic status (SES), 9 parents’ were unemployed, 28 
parents’ were semi / non skilled, (N=79) young people came from other non-manual / 
skilled manual backgrounds and (N=53) young people’s parents were professionals 
or in managerial positions. The SES of each young person was allocated according 
to the Irish Social Class Scale (Census of Population, 1996).
As there were small numbers of young people per SES grouping, for the purposes of 
analyses, we collapsed parental SES into two categories (Professional / Managerial 
vs. Other i.e., groups 3, 4, 5, 6, 7)
Seventy four young people were current smokers, (N=69) of these young people 
were regular smokers and (N=5) were social smokers.
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At follow-up, (N=18) of the participants had left school after Junior Certificate, (N=19) 
following Leaving Certificate, (N=74) young people were currently in some form of 
educational training and (N=58) were attending university. As there were small 
numbers of young people per education group, for the purposes of analyses, we 
collapsed education into two categories (University vs. Other i.e., Junior Certificate, 
Leaving Certificate and training). The variable “University” included all participants 
who were pursuing Level 8 and 9 third level courses irrespective of whether they 
were attending a University or a College (e.g., an Institute of Technology, private 
college or a third-level institution not classified as a University).
The variable “training” referred to post-secondary level education and training, which 
is not part of the third level system. Such courses generally do not have an academic 
entry requirement and are designed as a step towards skilled employment. Students 
may progress up to Level 5 or Level 6 Certification upon completion. Post-Leaving 
Certificate courses (PLC’s) are run by both public and private colleges and 
institutions and can lead to awards by the Further Education and Training Awards 
Council (FETAC). Participants who were classified as in "training” may have been 
enrolled on any of the following courses: Business and Secretarial Skills, Computer 
Studies/ Computer Animation, Construction, Art, Craft and Design, Multi-media 
Production, Theatre and Stage Production, Performing Arts, Childcare, Sports and 
Leisure, Tourism, Hotel and Catering, Equestrian Studies, Horticulture, Applied 
Languages and Information Technology, or on a training scheme, provided by a 
semi-state Irish agencies such as FAS and Failte Ireland.
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In total, (N=54) young people were working at time of follow-up, (N=34) were 
unemployed, (N=27) were studying at third level and (N=54) were studying and 
working part-time. For the purpose of analyses, we collapsed employment status into 
two categories (Unemployed vs. Other i.e., working fulltime, studying, studying and 
working part-time).
A history of family psychiatric illness was reported by (N=75) of the young people, 
with (N=37) reporting a psychiatric illness in a first degree relative and (N=38) 
reporting a psychiatric illness in a second degree relative.
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Table 4.3 Demographic details o f total sample at follow-up (N  =  169) (80%)
N (%)
Gender 78 (46.2) M, 91 (53.8) F
Age 20.79 yrs (SD 1.00) (19.00-24.00)
Parental S E S
Professional / Managerial (groups 1-2) 53 (31.4)
Non-manual / Skilled Manual (groups 3-4) 79 (46.7)
Semi / Non Skilled Manual (groups 5-6) 28(16.6)
Unemployed (group 7) 9.0 (5.3)
Sm oking Status
Current 74 (43.8)
Regular 69 (40.8)
Socia l 5 (3.0)
Education
Junior Certificate 18 (10.7)
Leaving Certificate 19(11.2)
Training 74 (43.7)
University 58 (34.3)
Em ploym ent Status
Work currently 54 (32.1)
Unemployed 34 (20.1)
Studying 27(16.0)
Studying and working part - time 54 (32.0)
Fam ily Psychiatric Illness
Present 75 (44.4)
First degree 37 (21.9)
Se co n d  degree 38 (22.5)
M: Male; F: Female; Parental SES; Socio - economic status
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Chapter 5: Results of Clinical Data-Challenging Times Follow-Up Study
5.1 Results of Clinical Data
As outlined in section 3.3.1, the Structured Clinical Interview (S C ID  I) for D SM -IV  
psychiatric diagnoses (Ekselius, et al., 1994; Steinberg, 1994) was used to generate 
the prevalence rates of current psychiatric disorders at follow-up. Depending on the 
severity of the current symptoms reported in the screening part of the SCID I, any 
one of the following diagnostic categories could be met (mood disorders, anxiety 
disorders, psychotic disorders, somatoform disorders, eating disorders, substance 
use or alcohol use disorders and other disorders). Of the (N=169) individuals 
information was obtained on, (N=48) met criteria for a psychiatric disorder at follow- 
up.
The number of young people who were diagnosed with a psychiatric disorder on the 
SCID I is detailed in Table 5.1 (unweighted and weighted).
Using the depressive disorder module, the following specific diagnoses were made: 
bipolar I disorder, major depressive disorder, dysthymic disorder, depressive disorder 
due to substance abuse and adjustment disorder. No participant met criteria for 
bipolar II disorder, depressive not otherwise specified (NOS), or depressive disorder 
due to a general medical condition (GMC) which are other DSM-IV depressive 
disorders that can be diagnosed using the SCID I. For the purpose of this study, the
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term “mood disorder” refers to young people meeting SCID I DSM-IV criteria for any 
of the above disorders.
Using the anxiety disorder module, the following diagnoses were made: panic 
disorder, social phobia, specific phobia and obsessive compulsive disorder (OCD). 
No participant was diagnosed with post-traumatic stress disorder (PTSD), 
generalised anxiety disorder (GAD) and anxiety not otherwise specified (NOS), an 
anxiety disorder due to a general medical condition, agoraphobia without panic or an 
anxiety disorder due to substance abuse.
One young person was diagnosed with the psychotic disorder schizophrenia. This 
information was obtained through a telephone conversation with the young person’s 
mother, as the young person was too ill to participate in the study. The SCID I 
provides a DSM-IV psychotic disorders screening module that can be used to report 
psychotic symptoms. A number of young people reported psychotic symptoms, 
however, no one except the young person identified above met criteria for a 
psychotic disorder.
The somatoform disorder module generated a specific diagnosis of body dysmorphic 
disorder for one participant. No participants met criteria for somatisation, pain 
disorder, undifferentiated somatisation disorder or hypochondriasis.
99
Using the eating disorder module, (N=1) young person was diagnosed with anorexia 
nervosa. No participant met criteria for bulimia and binge eating disorders.
The substance use disorder module generated specific diagnoses for substance 
abuse and dependence on sedatives, hypnotics, anxiolytics, cannabis, stimulants, 
opioids, cocaine, hallucinogens / phencyclidine (PCP) and other substances.
The alcohol use module generated specific diagnoses for alcohol abuse and 
dependence.
5.1.1 Prevalence Rates of Psychiatric Disorders in the Follow-Up Study
Because the proportion of those interviewed in the original study oversampled the 
“at risk” group in comparison with the "not at risk” group, a weighted analysis giving 
more weight or importance to the results of the “not at risk” group was carried out, in 
order to estimate the prevalence of disorders in the entire population. Further to this, 
a weighted analysis was necessary to estimate the prevalence rates of psychiatric 
disorders at follow-up (see Methods 3.3.2).
Using the technique of weighted analysis as outlined in section 3.3.2, the rate of 
current psychiatric disorders generated from the SCID I, using DSM-IV criteria, in the 
total study population, was estimated as 24.3%. An estimated 11.2% met criteria for 
an anxiety disorder, 8.2% for a substance use (excluding alcohol) disorder, 7.7% for 
an alcohol disorder and 5.4% for a mood disorder. Only (N=1) (0.27%) young person
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met criteria for an eating disorder and (N=1) (0.27%) young person met criteria for a 
somatoform disorder.
Table 5.1 illustrates the prevalence rates of psychiatric disorders ( unweighted and 
weighted) at follow-up, as defined using the SCID I.
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Table 5.1 The p re va le n ce  rates o f  p sy c h ia tr ic  d iso rd ers , a s  d e fin ed  u s in g  the 
Stru ctu re d  C lin ic a l In terv iew s (S C ID  I) fo r  D S M -IV  D iso rd e rs  at fo llow -up
(unw eighted  a n d  w eighted) (N=168 1)
DSM - IV Disorder Gender M 
N( %)
F
N( %)
Total % 
Unweighted
N (%)
Total study population 
(based on weighted 
analysis)
A/=723 
% (95% Cl)
Any Mood Disorder 2 (2.6) 11 (12.1) 13 (7.7) 5.4 (4.1-7.6)
Bipolar 1 0 (0.0) 1 (1.1) 1 (0.6)
Bipolar II 0 (0.0) 0 (0.0) 0(0.0)
Other Bipolar 0 (0.0) 0 (0.0) 0 (0.0)
Major Depressive 1 (1.3) 8 (8.8) 9 (5.4)
Dysthymic 0 (0.0) 1 (0.6) 1 (0.6)
Depressive NOS 0 (0.0) 0 (0.0) 0 (0.0)
Due to GMC 0 (0.0) 0 (0.0) 0 (0.0)
Due to SA 1(1.3) 0 (0.0) 1 (0.6)
Adjustment disorder 0 (0.0) 1 (0.6) 1 (0.6)
Any Anxiety 
Disorder
6 (7.8) 15(16.5) 21 (12.5) 11.2 (9.5-14.3)
Panic 0 (0.0) 2 (2.6) 2 (2.6)
Agoraphobia without 
panic
0 (0.0) 0 (0.0) 0 (0.0)
Social phobia 4 (5.2) 3 (3.3) 7 (4.2)
Specific phobia 2 (2.6) 8 (8.8) 10 (6.0)
Obsessive
compulsive
0 (0.0) 2 (2.2) 2 (1.2)
PTSD 0 (0.0) 0 (0.0) 0 (0.0)
GAD 0 (0.0) 0 (0.0) 0 (0.0)
Due to GMC 0 (0.0) 0 (0.0) 0 (0.0)
Due to SA 0 (0.0) 0 (0.0) 0 (0.0)
Anxiety NOS 0 (0.0) 0 (0.0) 0 (0.0)
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Any Somatoform 
Disorder
0 (0.0) 1 (1.1) 1 (0.6) 0.27 (0.0-0.9)
Somatization 0 (0.0) 0 (0.0) 0 (0.0)
Pain 0 (0.0) 0 (0.0) 0 (0.0)
Undifferentiated
Somatization
0 (0.0) 0 (0.0) 0 (0.0)
Hypochondriasis 0 (0.0) 0 (0.0) 0 (0.0)
Body Dysmorphic 0 (0.0) 1 (1_.1) 1 (0.6)
Any Eating Disorder 1 (1.3) 0 (0.0) 1 (0.6) 0.27 (0.0-0.9)
Anorexia Nervosa 1 (1.3) 0 (0.0) 1 (0.6) _
Bulimia 0 (0.0) 0 (0.0) 0 (0.0)
Binge Eating 0 (0.0) 0 (0.0) 0 (0.0)
Any Substance Use 
Disorder (excluding 
alcohol)
11 (14.3) 4 (4.4) 15 (8.9) 8.2 (6.7-11.0)
Abuse 3 (3.9) 2 (2.2) 5 (3.0)
Dependence 8 (10.4) 2 (2.2) 10 (6.0)
Hard drugs 4 (5.2) 1 (1.1) 5 (3.0)
Sedative/Hypnotics 1 (1.3) 0 (0.0) 1 (0.6)
Stimulants 1 (1-3) 0 (0.0) 1 (0.6)
Opioid 0 (0.0) 1 (1.1) 1 (0.6)
Cocaine 2 (2.6) 0 (0.0) 2(1.2)
Soft drugs 9(11.7) 2 (2.2) 11 (6.5)
Cannabis 9(11.7) 2 (2.2) 11 (6.5)
Poly drug 5 (6.6) 1 (1.1) 6 (3.6)
Smoking 31 (40.3) 43 (47.3) 74 (43.8) -
Any Alcohol 
Disorder
9(11.7) 4 (4.4) 13 (7.7) 7.7 (6.2-10.4)
Abuse 2 (2.6) 0 (0.0) 2 (1 .2 )
Dependence 7(9-1) 4 (4.4) 11 (6.5)
Any SCID 1 Disorder
(Includes co - 
morbid disorders)
21 (26.9) 27 (29.9) 48 (28.4) 24.3 (22.4-28.9)
disorder; N=169.
M: male, F: female, NOS: not otherwise specified, SA: substance abuse, GMC: general medical condition, DSM: Diagnostic Statistical Manual IV, 
SC ID  I: Structured Clinical Interview for DSM Disorders
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5.1.2 Comparisons of Prevalence Rates of Psychiatric Disorders (weighted) at 
Challenging Times Original Study vs. Challenging Times Follow-Up
The prevalence rates of disorders increased from the Challenging Times original 
study (15.65% vs. 24.3%) (See Table 5.2). Mood disorders prevalence rates 
increased from (4.5%) to (5.4%), anxiety disorders (3.7%) almost tripled from 
baseline to follow-up (11.2%). Somatoform disorders were not examined in the 
Challenging Times original study. Eating disorders decreased slightly from (1.1%) at 
baseline to (0.27%) at follow-up. At baseline, no participant met criteria for a 
substance use disorder or an alcohol disorder so rates cannot be compared at follow- 
up.
Table 5.2 Prevalence rates o f psychiatric disorders (weighted) at
Challenging Times original study vs. Challenging Times follow-up
Disorders Current at CT1
(%)
Current at CT2
(%)
Any Disorder 15.65 24.3
Any Mood Disorder 4.51 5.4
Any Anxiety Disorder 3.7 11.2
Any Somatoform 
Disorder
0.27
Any Eating Disorder 1.1 0.27
Any Substance Use 
Disorder
- 8.2
Any Alcohol Disorder - 7.7
Disorder with Depressed Mood, Dysthymia, Melancholic Depression and Atypical Depression) atCT1 current
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5.1.3 The Prevalence Rates o f Suicidal Behaviour
At follow-up 21.9% of the young people reported having suicidal thoughts (ever) as 
measured using the SCID I, 13.6% reported suicidal ideations, 3.6% of the young 
people had a suicide plan, 4.7% had engaged in deliberate self-harm and 6.5% had 
attempted suicide. No participant expressed suicidal behaviours at follow-up. When 
asked as part of the Stressful Life Events Screener 'had a close friend and / or family 
member ever attempted / committed suicide?’ (N=53) (31.4%) of young people 
replied positively.
Table 5.3 Prevalence Rates of Suicidal Behaviour (N=1681)
Suicidai Behaviour %
Suicidal Thoughts 21.9%
Suicidal Ideations 13.6%
Suicide Plan 3.6%
Deliberate Self Harm (DSH) 4.7%
Suicide Attempts 6.5%
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above subcategories.
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5.1.4 Demographic Factors Associated with Suicide Attempts
Suicide attempts were not associated with gender (%2 =0.178, df=1, p=0.473) or with 
education (x2 =0.036, df=1, p=0.544).
Suicide attempts were not associated with parental SES 
(x 2 =0.032, df=1, p=0.154).
Suicide attempts were not associated with a history of family psychiatric illness 
(x 2 =3.233, df=1,p=0.072).
Suicide attempts were associated with employment status (x 2 =15.686, df=1, 
p=0.000). Of the 6.5% of young people who attempted suicide young people who 
were working, studying or working and studying were less likely to have attempted 
suicide (27.3%), compared to those who attempted suicide and were unemployed 
(72.7%).
5.1.5 History of Suicide Attempts Associated with Psychiatric Outcomes
For the purposes of analyses psychiatric outcomes were collapsed into two 
categories due to the small number of young people per groupings. Young people 
who were classified as controls or remitters at follow-up were collapsed into 1 
variable “controls”. Young people who were classified as new onset or persisters at 
follow-up were collapsed into 1 category “cases”. The terms “controls” and “cases" 
are specific to each disorder.
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A ny S C ID  I D isorder Outcom e
A history of suicide attempt was associated with any SCID I disorder outcome 
(%2 =4.186, df=1, p=0.041). Young people with a history of a suicide attempt were 
more likely to be cases at follow-up (N=15) (75.0%) compared to those with no 
history (N=57) (45.6%).
5.1.6 Global Assessment of Functioning Scale (GAF) Scores as a Factor 
Associated with Psychiatric Disorders at Follow-Up
Significant differences were observed between those young people who met criteria 
for a psychiatric disorder as defined using the SCID I at follow-up and those without a 
psychiatric disorder in terms of their mean Global A ssessm en t Sca le  scores  
(Endicott, et al., 1976; Luborsky, 1962). This is a clinician based rating scale for 
evaluating the overall functioning of a subject during a specified time period rated on 
a continuum from psychological or psychiatric sickness to health from 1 to 100.
Lower GAF scores (<70) are indicative of poorer functioning while higher GAF scores 
(71 -100) indicate wellness. The majority (75.1%) of young people reported high 
levels of psychosocial functioning.
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There was a significant difference in mean GAF scores for those with any SCID I 
disorder at follow-up and those without (f (166)= 7.112, p< =0.000). Young people 
with any SCID I disorder had significantly lower mean GAF scores (M = 68.96; S D  = 
10.48) than those without any SCID I disorder (M =  83.47; S D  = 10.45).
Using independent f-tests the following was reported: there was a significant 
difference in mean GAF scores between those with a mood disorder at follow-up and 
those without (t (166)= 5.450, p<=0.000). Young people with a mood disorder had 
significantly lower mean GAF scores (M = 62.96; S D  = 18.04) than those without a 
mood disorder {M = 81.13; SD=11.38).
There were significant differences in mean GAF scores for those with an anxiety 
disorder at follow-up and those without (t (166)= 5.637, p<=0.000). Young people 
with an anxiety disorder had lower mean GAF scores (M  = 69.61; S D  = 7.96) than 
those without an anxiety disorder (M = 81.11; S D  = 12.93).
There was a significant difference in mean GAF scores for those with a substance 
use (excluding alcohol) disorder at follow-up and those without (t (166)= 2.546, 
p<=0.012). Young people with a substance disorder had significantly lower mean 
GAF scores (M = 71.66; SD = 11.72) than those without a disorder (M = 80.46; S D  = 
12.86).
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There were significant differences in mean GAF scores for those with an alcohol 
disorder at follow-up and those without ( t (166)= 4.040, p<=0.000). Young people 
with an alcohol disorder had lower mean GAF scores (M = 66.30; S D  = 19.61) than 
those without an alcohol disorder (M = 80.80; S D =  11.67).
These results are outlined in Table 5.4.
Table 5.4 Global Assessment of Functioning scale (GAF) scores associated 
with psychiatric disorders at follow-up (N= 1681)
DSM - IV 
D isorder
W ith
d isorder
W ithout
d isorder
t d f p-value
N M (SD) N M (SD)
Mood 13 62.96
(18.04)
155 81.13
(11.38)
5.450 166 0.000*
Anxiety 21 69.61
(7.96)
147 81.11
(12.93)
5.637 166 0.000*
Substance
Use
(excluding
alcohol)
15 71.66
(11.72)
153 80.46
(12.86)
2.546 166 0.012*
Alcohol 13 66.30
(19.61)
155 80.80
(11.67)
4.040 166 0.000*
Any SCID 1 
Disorder
47 68.96
(10.48)
121 83.47
(10.45)
7.112 166 0.000*
*p<0.05 (statistically significant)
1 W= 169 recruited - 1 young person diagnosed with schizophrenia is not Included In the above analyses. 
DSM IV: Diagnostic Statistic Manual IV, SCID  I: Structured Clinical Interview for DSM Disorders
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5.2 Demographic Factors Associated with any SCID I Disorder
A n y  S C ID  I Disorder
At follow-up, any SCID I disorder is based on meeting the criteria for any DSM-IV 
disorders that can be met using the SCID I (i.e., all DSM-IV disorders and specific 
subtypes reported in Table 5.1). It excludes the psychotic symptoms rates but 
includes 1 young person diagnosed with schizophrenia between the baseline 
interview and follow-up.
Any SCID I disorder was not associated with gender (x 2 =0.050, df=1, p=0.823), 
education (x 2 =0.000, df=1, p=1.000), employment status (x 2 =0.615, df=1, 
p=0.433), parental socio-economic status (x 2 =0.283, df=1, p=0.595) or history of 
family psychiatric Illness (x 2 =1.999, df=1, p=0.157).
These results are outlined in Table 5.5
no
Table 5.5 Demographic factors associated with any SC ID I disorder at
follow-up (N=1691)
Any SCID I 
Disorders
N (%) df p-value
Gender 0.050 1 0.823
Male 21 (26.9)
Female 27 (29.7)
Education 0.000 1 1.000
University 16(27.6)
Other2 32 (28.8)
Em ploym ent
Status
0.615 1 0.433
Unemployed 12(35.3)
Other 36 (26.7)
Parental S E S 0.283 1 0.595
Professional 17(32.1)
Other4 31 (26.7)
Fam ily Psychiatric 
Illness
1.999 1 0.157
Yes 25 (34.2)
No 22 (23.2)
*p<0.05 (statistically significant)
1 W= 169 recruited -1 young person diagnosed with schizophrenia is Included in the above analyses.
2 Junior Certificate, Leaving Certificate or training
3 Working full - time, studying full - time or studying and working full - time
4 Unemployed, non manual / skilled manual, semi / non skilled manual 
Parental S E S : Socio - economic status
SCID  I: Structured Clinical Interview for DSM Disorders
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5.2.1 Any SCID I Disorder Outcome
At the Challenging Times original study (CT1), 15.65% met criteria for a DSM-IV 
psychiatric disorder.
Following examination of any SCID I disorder outcomes since CT1, (N=76) (45.0%) 
of young people were identified as controls (i.e., free of psychiatric disorder at 
follow-up).
The control group comprised of (N=52) (31%) controls (i.e., never had any SCID I 
disorder in the past or currently at baseline, never had any SCID I disorder at 
follow-up or between the Challenging Times original study (CT1) and follow-up 
(CT2) OR (N=24) (14.2%) remitters (i.e., had a SCID I disorder in the past or 
currently at baseline and no longer had a SCID I disorder at follow-up).
Ninety three (55.0%) of the young people were cases (i.e., had a SCID I disorder at 
follow-up).
The cases group comprised of (N=49) (28.4%) new onset (i.e., had no SCID I 
disorder in the past or currently at baseline and had since developed a SCID I 
disorder between baseline and follow-up) OR (N=44) (26%) persisters (i.e., had a 
SCID I disorder in the past or currently at baseline and continued to have had a 
SCID I disorder at follow-up).
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Table 5.6 (a) and (b) illustrate any SCID I disorder outcome from the original
Challenging Times study at follow-up.
5.2.2 Longitudinal Analysis of Any SCID I Disorder at Follow-Up
Adolescents who met criteria for inclusion in the “at risk” category at CT1 were 
examined using multivariate logistic regression analysis to assess whether they 
were more likely to have any SCID I disorder at follow-up. Table 5.7 displays 
results from unadjusted and adjusted logistic regression models for the 
developmental period of adolescence to young adulthood. The results Indicate that 
meeting criteria for being “at risk” of a psychiatric disorder at CT1 did not 
significantly predict a CT2 diagnosis of any SCID I disorder at follow-up 
(unadjusted: OR 1.38; 95%CI (0.70-2.71); adjusted: OR 1.32; 95%CI (0.66-2.62)).
Table 5.7 Any SCID I Disorder at CT2 predicted by an “at risk” diagnosis 
of any psychiatric disorder at CT1 (N=1681)
Any SCID I 
Disorder
Odds Ratio (95%
Confidence
Interval)
% OR (95% Cl) p-value
At Risk CT1 32.35 1.38 (0.70-2.71) 0.35
Not At Risk CT1 25.74 - -
Adjusted2 - 1.32 (0.66-2.62) 0.42
2 Adjusted for sex and family history of psychiatric illness
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5.3 Demographic Factors Associated with Mood Disorders
Mood Disorders
At follow-up, mood disorders were associated with gender
( X  2 =4.017, df=1, p=0.04). Females (N=11) (12.1%) were more likely to meet
criteria for a mood disorder than males (N=2) (2.6 %).
Mood disorders were not associated with education (x 2 =0.000, df=1, p=0.994), 
employment status (% 2 =0.000, df=1, p=1.000), parental socio-economic status 
(X 2 =0.755, df=1, p=0.385) or a history of family psychiatric illness (x 2 =0.000, 
df=1, p=1.000).
These results are outlined in Table 5.8
114
Table 5.8 Demographic factors associated with mood disorders at follow-
up (N -1681)
Mood Disorders N (%) X2 df p-value
Gender 4.017 1 0.04*
Male 2 (2.6)
Female 11 (12.1)
Education 0.000 1 0.994
University 5 (8.6)
Other2 8(7.3)
Employment
Status
Unemployed 3 (8.8) 0.000 1 1.000
Other3 10(7.5)
Parental S E S
Professional 6(11.3) 0.755 1 0.385
Other4 7(6.1)
Fam ily Psychiatric  
Illness
0.000 1 1.000
Yes 6 (8.2)
No 7 (7.4)
*p<0.05 (statistically significant)
1 N= 169 recruited -1 young person diagnosed with schizophrenia is not included In the above analyses.
2 Junior Certificate, Leaving Certificate or training
3 Working full - time, studying full - time or studying and working full - time
4 Unemployed, non manual / skilled manual, semi / non skilled manual 
Parental S E S : Socio - economic status
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5.3.1 Mood Disorder Outcomes
At the Challenging Times original study (CT1), 4.5% of children and adolescents 
met criteria for an affective disorder.
Following examination of mood disorder outcomes since CT1, (N=115) (68.0%) 
young people were identified as controls (i.e., free of mood disorder at follow-up).
The control group comprised of (N=98) (58%) controls (i.e., never had a mood 
disorder in the past or currently at baseline, never had a mood disorder at follow-up 
or between the Challenging Times original study (CT1) and follow-up (CT2)) OR 
(N=17) (10.1%) remitters (i.e., had a mood disorder in the past or currently at 
baseline and no longer had a mood disorder at follow-up).
Fifty three (31.4%) of the young people were cases (i.e., had a mood disorder at 
follow-up). The cases group comprised of (N=37) (22%) new onset (i.e., had no 
mood disorder in the past or currently at baseline and had since developed a mood 
disorder between baseline and follow-up) OR (N=16) (9.5%) persisters (i.e., had a 
mood disorder in the past or currently at baseline and continued to have had a 
mood disorder at follow-up).
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Challenging Times study at follow-up.
5.3.2 Longitudinal Analysis of Mood Disorders at Follow-Up
Adolescents who met criteria for inclusion in the “at risk” category at CT1 were 
examined using multivariate logistic regression analysis to assess whether they 
were more likely to have a mood disorder at follow-up. Table 5.9 displays results 
from unadjusted and adjusted logistic regression models for the developmental 
period of adolescence to young adulthood. The results indicate that meeting 
criteria for being “at risk” of a psychiatric disorder did not significantly predict a CT2 
diagnosis of a mood disorder at follow-up (unadjusted: OR 1.79; 95%CI (0.58- 
5.60); adjusted: OR 1.97; 95%CI (0.61-6.32)).
Tables 5.6 (a) and (b) illustrate mood disorder outcomes from the original
Table 5.9 Mood Disorders at CT2 predicted from an “at risk” diagnosis of 
any psychiatric disorder at CT1 (N=1681)
Mood Disorder 
CT2
Odds Ratio (95%
Confidence
Interval)
% OR (95% Cl) p-value
At Risk CT1 10.29 1.79 (0.58-5.60) 0.312
Not At Risk CT1 6.00 - -
Adjusted2 - 1.97(0.61-6.32) 0.254
2 Adjusted for sex and family history of psychiatric illness
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5.4 Demographic Factors Associated with Anxiety Disorders
Anxiety Disorders
At follow-up, anxiety disorders were associated with a history of family psychiatric 
illness (%2 =4.239, df=1, p=0.039). Young people with a history of family psychiatric 
illness (N=14) (19.2%) were more likely to meet criteria for an anxiety disorder than 
those with no history of family psychiatric illness (N=7) (7.4 %).
Anxiety disorders were not associated with gender (x 2 =2.141, df=1, p=0.143), 
education (x2 =0.135, df=1, p=0.713), employment status (x2 =0.527, df=1, 
p=0.468) or parental socio-economic status (x 2 =0.319, df=1, p=0.572).
These results are outlined in Table 5.10
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Table 5.10 Demographic factors associated with anxiety disorders at
follow-up (N=1681)
Anxiety
Disorders
N (%) X2 df p-value
Gender 2.141 1 0.143
Male 6 (7.8)
Female 15(6.5)
Education 0.135 1 0.713
University 6(10.3)
Other2 15(13.6)
Em ploym ent
Status
0.527 1 0.468
Unemployed 6(17.2)
Other 15 (11.2)
Parental S E S 0.319 1 0.572
Professional 5 (9.4)
Other4 16(13.9)
Fam ily Psychiatric 
Illness
1
Yes 14(19.2) 4.239 1 0.039*
No 7(7.4)
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
2 Junior Certificate, Leaving Certificate or training
3 Working full - time, studying full - time or studying and working full - time
4 Unemployed, non manual / skilled manual, semi / non skilled manual 
Parental S E S :  Socio  - economic status
5.4.1 Anxiety Disorder Outcomes
At the Challenging Times original study (CT1), 3.7% of children and adolescents 
met criteria for an anxiety disorder.
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Following examination of anxiety disorder outcomes since CT1, (N=140) (83.3%) 
young people were identified as controls (i.e., free of an anxiety disorder at follow- 
up).
The control group comprised of (N=128) (76.2%) controls (i.e., never had an 
anxiety disorder in the past or currently at baseline, never had an anxiety disorder 
at follow-up or between the Challenging Times original study (CT1) and follow-up 
(CT2)) OR (N=12) (7.1%) remitters (i.e., had an anxiety disorder in the past or 
currently at baseline and no longer had an anxiety disorder at follow-up)
Twenty eight (16.7%) of the young people were cases (i.e., had an anxiety disorder 
at follow-up).
The cases group comprised of (N=24) (14.2%) new onset (i.e., had no anxiety 
disorder in the past or currently at baseline and had since developed an anxiety 
disorder between baseline and follow-up) OR (N=4) (2.4%) persisters (i.e., had an 
anxiety disorder in the past or currently at baseline and continued to have had an 
anxiety disorder at follow-up).
Tables 5.6 (a) and (b) illustrate anxiety disorder outcomes from the original 
Challenging Times Study at follow-up.
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5.4.2 Longitudinal Analysis o f Anxiety Disorders at Follow-Up
Adolescents who met criteria for inclusion in the “at risk” category at CT1 were 
examined using multivariate logistic regression analysis to assess whether they 
were more likely to have an anxiety disorder at follow-up. Table 5.11 displays 
results from unadjusted and adjusted logistic regression models for the 
developmental period of adolescence to young adulthood. The results indicate that 
meeting criteria for CT1 being “at risk” of a psychiatric disorder at CT1 did not 
significantly predict a CT2 diagnosis of an anxiety disorder at follow-up 
(unadjusted: OR 1.11; 95%CI (0.44-2.82); adjusted: OR 1.05; 95%CI (0.40-2.71)).
Table 5.11 Anxiety Disorders at CT2 predicted from an “at risk” diagnosis of 
any psychiatric disorder at CT1 (N=1681)
Anxiety Disorder Odds Ratio (95%
Confidence
Interval)
% OR (95% Cl) p-value
At Risk CT1 13.24 1.11 (0.44-2.82) 0.81
Not At Risk CT1 12.00 - -
Adjusted2 - 1.05 (0.40-2.71) 0.92
1 Analyses are based on N=11>8 young people. Odds ratios in told arc significant at the p<0 05 level
2 Adjusted for sex and family history of psychiatric illness
121
Substance Use Disorders
At follow-up, substance use disorders were associated with gender
(X  2 =3.875, df=1, p=0.049). Males (N=11) (14.3%) were more likely to meet criteria
for a substance use disorder than females (N~4) (4.4 %).
Substance use disorders were not associated with education (x 2 =0.149, df=1, 
p - 0.699), employment status {%2 =0.000, df=1, p=1.000), parental socio-economic 
status (x 2 =0.200, df=1, p=0.655) or a history of family psychiatric illness (x 2 
=0.309, df=1, p=0.579).
These results are outlined in Table 5.12
5.5 Demographic Factors Associated with Substance Use (excluding
alcohol) Disorders
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Table 5.12 Demographic factors associated with Substance Use (excluding
alcohol) disorders at follow-up (N=1681)
Substance Use 
Disorders
N (%) df p-value
Gender 3.875 1 0.049*
Male 11 (14.3)
Female 4 (4.4)
Education 0.149 1 0.699
University 4(6.9)
Other2 11 (10.0)
Employment
Status
0.000 1 1.000
Unemployed 12(9.0)
Other3 3 (8.8)
Parental S E S 0.200 1 0.655
Professional 6(11.3)
Other4 9 (7.8)
Fam ily Psychiatric 
Illness
0.309 1 0.579
Yes 5 (6.8)
No 10 (10.5)
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
2 Junior Certificate, Leaving Certificate or training
3 Working full - time, studying full - time or studying and working full - time
4 Unemployed, non manual / skilled manual, sem i / non skilled manual 
Parental S E S :  Socio-economic status
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At the Challenging Times original study (CT1), no participant met criteria for a 
substance use disorder.
Following examination of substance use disorder outcomes since CT1, (N=136) 
(81.0%) young people were identified as controls (i.e., free of a substance use 
disorder at follow-up).
The control group comprised of (N=136) (80.5%) controls (i.e., never had a 
substance use disorder in the past or currently at baseline, never had a substance 
use disorder at follow-up or between the Challenging Times original study (CT1) 
and follow-up (CT2)).
Thirty two (19.0%) of the young people were cases (i.e., had a substance use 
disorder at follow-up).
The cases group comprised of (N=32) (19%) new  onset (i.e., had no substance 
use disorder in the past or currently at baseline and had since developed a 
substance use disorder between baseline and follow-up).
5.5.1 Substance Use Disorder Outcomes
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NOTE: For the purpose of analyses we examined only substance use disorder 
outcomes in total (i.e., not dividing substance use into substance abuse and 
substance dependence) since the Challenging Times original study.
5.5.2 Longitudinal Analyses of Substance Use Disorders at Follow-Up
Adolescents who met criteria for inclusion in the “at risk” category at CT1 were 
examined using multivariate logistic regression analysis to assess whether they 
were more likely to have a substance use disorder at follow-up. Table 5.13 displays 
results from unadjusted and adjusted logistic regression models for the 
developmental period of adolescence to young adulthood. The results indicate that 
meeting criteria for being “at risk” of any psychiatric disorder at CT1 did not 
significantly predict a Substance Use disorder at follow-up (unadjusted: OR 1.28; 
95%CI (0.44-3.72); adjusted: OR 1.30; 95%CI (0.43-3.90)).
Tables 5.6 (a) and (b) illustrate substance use disorder outcomes from the original
Challenging Times Study at follow-up.
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Table 5.13 Substance Use Disorders at CT2 predicted from an “at risk"  
diagnosis of any psychiatric disorder at CT1 (N-1681)
Substance Use 
Disorder
Odds Ratio (95%
Confidence
Interval)
% OR (95% Cl) p-value
At Risk CT1 40.52 1.28(0.44-3.72) 0.6
Not At Risk CT1 46.67 - -
Adjusted2 - 1.30 (0.43-3.90) 0.6
b Adjusted for sex and family history of psychiatric illness
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5.6 Demographic Factors Associated with Alcohol Disorders
Alcohol Use Disorders
At follow-up, alcohol disorders were not associated with gender 
(X  2 =2.169, df=1, p=0.141), education (%2 =0.000, df=1, p=1.000), employment 
status (x2 =0.000, df=1, p=1.000), parental socio-economic status (x 2 =0.061, 
df=1, p=0.804) ora  history of family psychiatric illness (x 2 =0.008, df=1, p=0.931).
These results are outlined in Table 5.14
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Table 5.14 Demographic factors associated with alcohol use disorders at
follow-up (N=1681)
Alcohol Use 
Disorders
N (%) df p-value
G ender 2.169 1 0.141
Male 9(11.7)
Female 4 (4.4)
Education 0.000 1 1.000
University 4 (6.9)
Other2 9(8.2)
Em ployment
Status
0.000 1 1.000
Unemployed 3 (8.8)
Other1 10 (7.5)
Parental S E S 0.061 1 0.804
Professional 5 (9.4)
Other4 8 (7.0)
Fam ily Psychiatric 
Illness
0.008 1 0.931
Yes 5 (6.8)
No 8 (8.4)
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
2 Junior Certificate, Leaving Certificate or training
3 Working full - time, studying full - time or studying and working full - time,
4 Unemployed, non manual / skilled manual, semi / non skilled manual 
Parental S E S :  Socio - economic status
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5.6.1 Alcohol Disorder Outcomes
At the Challenging Times original study (CT1), no participant met criteria for an 
alcohol disorder.
Following examination of alcohol disorder outcomes since CT1, (N=128) (76.2%) 
young people were identified as controls (i.e., free of an alcohol disorder at follow- 
up).
The control group comprised of (N=128) (76.2%) controls (i.e., never had an 
alcohol disorder in the past or currently at baseline, never had an alcohol disorder 
at follow-up or between the Challenging Times original study (CT1) and follow-up 
(CT2).
Forty (23.8%) of the young people were cases (i.e., had an alcohol disorder at 
follow-up).
The cases group comprised of (N=40) (28.4%) new onset (i.e., had no alcohol 
disorder in the past or currently at baseline and had since developed an alcohol 
disorder between baseline and follow-up).
Tables 5.6 (a) and (b) illustrate alcohol disorder outcomes from the original 
Challenging Times Study at follow-up.
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Adolescents who met criteria for inclusion in the “at risk” category at CT1 were 
examined using multivariate logistic regression analysis to assess whether they 
were more likely to have an alcohol disorder at follow-up. Table 5.15 displays 
results from unadjusted and adjusted logistic regression models for the 
developmental period of adolescence to young adulthood. The results indicate that 
meeting criteria for being “at risk” of a psychiatric disorder at CT1 did not 
significantly predict a CT2 diagnosis of an alcohol disorder at follow-up 
(unadjusted: OR 1.79; 95%CI (0.57-5.60); adjusted: OR 1.77; 95%CI (0.56-5.63)).
Table 5.15 Alcohol Disorders at CT2 predicted from an “at risk” diagnosis 
of any psychiatric disorder at CT1 (N=1681)
5.6.2 Longitudinal Analysis o f Alcohol Disorder at Follow-Up
Alcohol Disorder Odds Ratio (95%
Confidence
Interval)
% OR (95% Cl) p-value
At Risk CT1 10.29 1.79 (0.57-5.60) 0.31
Not At Risk CT1 6.00 - -
Adjusted2 - 1.77 (0.56-5.63) 0.33
b Adjusted for sex and family history of psychiatric illness
Using multivariate logistic regression analysis, which estimates the effect of any 
variable while controlling for the confounding effect of the other variables in the 
analysis, it was found that gender and family history of psychiatric illness were not 
related to being “at risk” and developing a psychiatric disorder at follow-up.
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Table 5.6 (a) Outcomes o f psychiatric disorders from the Challenging Times
original study at follow-up (N  =  1681)
Controls N (%) Cases N (%)
Mood Disorders 115 (68.0) 53 (31.4)
Anxiety Disorders 140 (83.3) 28(16.7)
Substance Use Disorders 
(excluding alcohol)
136 (81.0) 32 (19.0)
Alcohol Disorders 128 (76.2) 40 (23.8)
Any SCID 1 Disorder 76 (45.0) 93 (55.0)
1 N  =  169 recruited -1  young person diagnosed with schizophrenia Is not included in the above analyses. For the purpose of any S C ID  I 
disorder N =169. S C ID  I: Structured Clinical Interview for DSM  Disorders
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Table 5.6 (b) Outcomes of psychiatric disorders from the Challenging Times original study at follow-up (N =  1681)
Outcomes Controls N (%) Remitters N (%) New Onset N (%) Persisters N (%)
Mood Disorders 98 (58.0) 17 (10.1) 37 (22.0) 16(9.5)
Anxiety Disorders 128 (76.2) 12(7.1) 24(14.2) 4 (2.4)
Substance Use Disorders 
(excluding alcohol)
136 (80.5) - 32(19) -
Substance Abuse Disorders 152 (89.9) “ 16 (9.5) “
Substance Dependence Disorders 152 (89.9) “ 16 (9.5) -
Alcohol Disorders 128 (76.2) 40 (23.8) “
Alcohol Abuse Disorders 153 (90.5) “ 15 (8.9) “
Alcohol Dependence Disorders 143 (84.6) “ 25 (14.8)
Any SCID 1 Disorder 52 (31) 24 (14.2) 49 (28.4) 44 (26.0)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses. For the purpose of any S C ID  I disorder N= 169
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5.7 Co-morbidity
Twenty (11.8%) young people met the criteria for more than one current psychiatric 
disorder at follow-up.
Table 5.16 R a te s  o f  co -m o rb id ity  o f  p sy c h ia tr ic  d iso rd e rs  at fo llow -up
(N = 169).
No. of Disorders N  (%)
0 Disorders 121 (71.6)
1 Disorder 28(16.6)
>1 Disorder 20(11.8)
When examining the rates of co-morbidity 4 diagnostic groupings: mood disorders, 
anxiety disorders, substance use disorders and alcohol disorders were considered. 
In total, (N=13) young people met criteria for mood disorders at follow-up. Four of 
this group also met criteria for an anxiety disorder, (N=2) for a substance use 
disorder (excluding alcohol) and (N=2) for an alcohol disorder. The total number of 
young people who showed co-morbidity with mood disorders was (N=8) (61.53%).
In total, (N=21) young people met criteria for an anxiety disorder at follow-up. Four 
of this group also met criteria for a mood disorder, (N=4) for a substance use 
disorder (excluding alcohol) and (N=2) for an alcohol disorder. The total number of 
young people who showed co-morbidity with an anxiety disorder was (N=10) 
(47.61%).
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In total, (N=15) young people met criteria for a substance use disorder (excluding 
alcohol) at follow-up. Two of this group also met criteria for a mood disorder, (N=4) 
for an anxiety disorder and (N=9) for an alcohol disorder. The total number of 
young people who showed co-morbidity of a substance use disorder was (N=15) 
(100%).
In total, (N=13) young people met criteria for an alcohol disorder at follow-up. Two 
of this group also met criteria for a mood disorder, (N=2) for an anxiety disorder 
and 9 for a substance use disorder. The total number of young people who showed 
co-morbidity with an alcohol disorder was (N=13) (100%).
These results are outlined in Table 5.17
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Table 5.17 R a te s  o f  co -m o rb id ity  fo r 4  d ia g n o stic  g ro u p in g s: m o o d  d iso rd e rs , anxiety d iso rders, su b sta n c e  u se
d iso rd e rs  an d  a lco h o l d iso rd e rs  at fo llow -up (N= 169).
Total
N
Mood
Disorders
N  (%)
Anxiety
Disorders
N  (%)
Substance Use Disorders 
(excluding alcohol)
N  (%)
Alcohol
Disorders
N  (%)
Mood
Disorders
13 4 (30.8) 2 (15.4) 2 (15.4)
Anxiety
Disorders
21 4 (19.0) 4 (19.0) 2 (9.5)
Substance Use 
Disorders 
(excluding 
alcohol)
15 2 (13.3) 4 (26.7) 9 (60.0)
Alcohol
Disorders
13 2(15.4) 2(15.4) 9 (69.2)
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Comparing co-morbidity at baseline and follow-up, a pearsons chi-square test 
indicated a significant association between co-morbidity at baseline and co­
morbidity at follow-up (%2 = 41.578, df=1, p=0.000). The number of disorders 
experienced by young people at follow-up had increased, in comparison to 
baseline (see Table 5.2).
Table 5.18 Comparisons of the number of disorders at Challenging Times 
original study and follow-up (N=169).
Number of Disorders CT1
N (%)
CT2
N (%)
0 135 (79.9) 121 (71.6)
1 27(16.0) 28 (16.6)
2 4 (2.4) 16(9.5)
3 1 (0.6) 3(1.8)
4 2(1.2) 0(0)
5 0(0) 1 (0.6)
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5.8 Treatment
Thirteen young people (7.7%) were currently in treatment for a mental health 
difficulty at follow-up. Fifty three (31.4%) had been in treatment in the past. Twenty 
one (12.4%) young people’s family / friends / teacher or partner had expressed 
concern about their mental health and had suggested seeing a mental health 
professional, however, no young person had availed of treatment. Eighty two 
(48.5%) had never been in treatment.
In total, (N=103) (60.0%) had never had treatment for a mental health difficulty and 
(N=66) (39.05%) were currently undergoing treatment or had treatment in the past 
(see Tables 5.19 and 5.20).
At follow-up, three young people were identified during the interview who 
warranted GP referrals for assessment and possible Intervention. The following 
criteria for referral had to be met (As outlined in section 3.3.3): 1. Presence of a 
psychiatric disorder, which is causing distress or impairing the functioning of the 
individual who is not already attending a psychiatric service (self-report or objective 
report) OR 2. Functional impairment or distress in an individual, who is not already 
attending a psychiatric service, even if criteria for a psychiatric disorder are not met 
(self-report or objective report). All three of the young people’s psychological 
difficulties were clearly causing them distress at the time of interview and these 
young people were not already in receipt of the appropriate services. However, 
only two of the three young people consented to the referrals being made.
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Reasons for refusal of the referral were explored with this young person. The 
individual was advised that a referral could be made at any time in the future, 
should they change their mind. All of those interviewed, who required referral, lived 
within a particular geographical catchment area (As outlined in section 2.1.2) and 
were referred to their local GPs.
Table 5.19 Number of young people at follow-up who are currently seeking 
or had sought treatment for psychopathology (ever) (N= 169).
Treatment N (%)
Never 82 (48.5)
Currently in treatment 13(7.7)
Past treatment 53 (31.4)
Was suggested by family member / 
friend / teacher / partner to see  a 
mental health professional*
21 (12.4)
*Of N =21 young people, to whom it had been suggested to see a  mental health professional no one agreed,
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Table 5.20 Total number of young people who are currently seeking or had 
sought treatment for psychopathology in the past (N=169)
T reatment N (%)
Never 103 (61.0)
Ever (Currently / in past) 66 (39.05 )
Of the (N=66) young people who had received treatment at some point in their 
lifetime, (N=17) (10.1%) were attending counsellors, equal numbers of young 
people (N=11) (6.5%) were attending psychiatrists and psychologists, (N=9) (5.3%) 
were attending school / college counsellors, (N=7) (4.1%) were attending family 
therapists, (N=7) (4.1%) were receiving a combination of both medical treatment 
and psychological therapy as part of their treatment plan and (N=4) (2.4%) were 
attending their GP (see Table 5.21).
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Table 5.21 Type o f treatment used by young people at follow-up (N-66)
Treatment Type Current1
N
Past2
N
Ever3 
N  (%)
School / College Counsellor 2 7 9 (5.3)
General Practitioner (GP) 1 3 4 (2.4)
Counsellor 2 15 17(10.1)
Family therapist 2 5 7(4.1)
Psychologist 1 10 11 (6.5)
Psychiatrist 2 9 11 (6.5)
Combination (Medical & 
Therapy)
3 4 7(4.1)
Total 13(7.7) 53 (31.4) 66 (39.05)
1 currently In treatment at time of follow-up
2 lifetime treatment
3 treatment currently / in past (i.e., ever)
There was a significant association between treatment (ever) at follow-up and co­
morbidity (x2 = 9.668, df= 1, p=0.046). Young people who had received treatment 
(24.7%) at some point in their lifetime were more likely to have only 1 disorder at 
follow-up compared to those who never had treatment (10.4%).
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5.8.1 Treatment (Ever) as a Factor Associated with Psychiatric Outcomes at 
Follow-Up
A n y S C ID  I Disorder Outcome
Any SCID I disorder outcomes were associated with treatment status at follow-up 
(x 2 =  8.480, df = 1, p=0.004). Young people who were never in treatment were 
more likely to be controls (i.e., free of psychiatric disorders), at follow up (69.7%) 
compared to those who were ever in treatment (30.3%). Young people who had 
been in treatment at some point in their lives were more likely to be cases at follow- 
up (53.8%), compared to those who had never been in treatment (46.2%).
Mood Disorder Outcom es
Mood disorder outcomes were associated with treatment status 
(x2  = 15.634, df = 1, p=0.000). Young people who had never received treatment 
were more likely to be controls (i.e., free of mood disorders), at follow-up (67.8%) 
compared to those young people who had received treatment in their lifetime 
(32.2%). Young people who had never had treatment (34.0%) were more likely to 
be cases, compared to those who had treatment (66.0%).
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(%2 =1.094, df =1, p=0.296), substance use outcomes (%2 =0.097, df =1, p=0.755) 
or alcohol outcomes (% 2 = 0.744, df = 1, p=0.388) at follow-up.
These results are outlined in Tables 5.22 (a) and (b)
Treatment status was not associated with anxiety outcomes,
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Table 5.22 (a) Treatment (ever) as a factor associated with psychiatric outcomes at follow-up (N= 1681) N (%)
Outcomes T reatment Ever Treatment Never *2 df p-value
Mood Disorder 15.634 1 0.000*
Controls 37 (32.2) 78 (67.8)
Cases 35 (66.0) 18 (34.0)
Anxiety Disorder 1.094 1 0.296
Controls 57 (40.7) 83 (59.3)
Cases 15 (53.6) 13 (46.4)
Substance Use Disorders 
(excluding alcohol)
0.097 1 0.755
Controls 57(41.9) 79 (58.1)
Cases 15 (46.9) 17 (53.1)
Alcohol Disorders 0.744 1 0.388
Controls 52 (40.6) 76 (59.4)
Cases 20 (50.0) 20 (50.0)
Any SCID 1 Disorder 8.480 1 0.004*
Controls 23 (30.3) 53 (69.7)
Cases 50 (53.8) 43 (46.2)
*p< 0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is included in any S C ID  I Disorder analyses. S C ID  I: Structured Clinical Interview for DSM Disorders.
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Table 5.22 (b) Treatment (ever) as a factor associated with psychiatric outcomes at follow-up (N= 1681)
Outcomes Treatment Ever Treatment Never 7,2 df p-value
Mood Disorder 27.084 3, 168 0.000*
Controls 27 (37.5) 71 (74)
Remitters 10 (13.9) 7 (7.3)
New Onset 21 (29.2) 16(16.7)
Persisters 14 (19.4) 2(2.1)
Anxiety Disorder 2.061 3, 168 0.560
Controls 51 (70.8) 77 (80.2)
Remitters 6 (8.3) 6 (6.3)
New Onset 13 (18.1) 11 (11.5)
Persisters 2 (2.8) 2 (2.1)
Substance Use Disorders 
(excluding alcohol)
0.097 1,1 0.755
Controls 57 (79.2) 79 (82.3)
Remitters - -
New Onset 15(20.8) 17(17.7)
Persisters - -
Alcohol D isorders 0.744 1,1 0.388
Controls 52 (72.2) 76 (79.2)
Remitters - -
New Onset 20 (27.8) 20 (20.8)
Persisters - -
A n y S C ID  1 Disorder 19.547 3, 1 0.000*
Controls 10(13.7) 42 (43.8)
Remitters 13 (17.8) 11 (11.5)
New Onset 23 (31.5) 26 (27.1)
Persisters 27 (37.0) 17(17.7)
*p<0.05 (statistically significant) 1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses. For the purpose of a n y S C ID  I Disorder W=169
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Chapter 6: The Relationship between Stressful Life Events and Psychiatric
Disorders at Follow-Up
6.1 Stressful Life Events
It was hypothesised that adverse life events would be associated with poor mental 
health outcomes. The Stressful Life Events Schedule for Children and Adolescents 
(Williamson, et at., 2003) enquired about a range of stressful life events that young 
people may have experienced throughout their lifetime - see Methods 3.3.1 (b). 
The participants’ subjective ratings of the stressful life events on a scale of 1 to 10 
were used to generate a total mean specific stressful life event score. This was 
used to examine the relationship between adverse life events and psychiatric 
outcomes at follow-up. See Table 6.1 and supplementary table 2.0 (S2) in 
Appendix 20 for additional analyses.
6.1.1 Total Mean Stressful Life Event Scores Associated with Psychiatric 
Disorders
A n y S C ID  I Disorder Outcome
A one-way analysis of variance (ANOVA) showed a significant difference in total 
mean stressful life event scores for those young people who were controls at 
follow-up, compared to cases ( F  (1,166) = 13.242, p<=0.000). Controls had lower 
total mean stressful life event scores (M  = 5.21; SD = 1.23) compared to cases 
who had higher total mean stressful life event scores (M = 5.92; S D  = 1.29).
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M ood D isorder Outcom es
A one-way ANOVA showed a significant difference in total mean stressful life event 
scores for those young people who were controls at follow-up, compared to cases 
( F  (1,166) = 23.868, p<=0.000). Controls had lower total mean stressful life event 
scores (M = 5.28; S D  = 1.32) compared to cases {M = 6.29; S D  = 1.01).
Anxiety Disorder Outcom es
A one-way ANOVA showed a significant difference in total mean stressful life event 
scores for those young people who were controls at follow-up, compared to cases 
(F  (1,166) = 11.176, p<=0.001). Controls had lower total mean stressful life event 
scores {M = 5.45; SD = 1.26) compared to cases who had higher total mean 
stressful life event scores (M = 6.34; S D  = 1.33).
Substance Use (excluding alcohol) Disorder Outcom es
A one-way ANOVA showed no significant difference in total mean stressful life 
event scores for those young people who were controls at follow-up, compared to 
cases ( F  (1,166) = 1.139, p<=0.287).
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A one-way ANOVA showed no significant difference in total mean stressful life 
event scores for those young people who were controls at follow-up, compared to 
cases (F (1,166) = 0.015, p<=0.903).
Alcohol D isorder O utcom es
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Table 6.1 Total mean Stressful Life Event scores associated with
psychiatric outcomes (N = 1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood
Disorders
5.28(1.32) 115 6.29(1.01) 53 23.868 1, 166 0.000*
Anxiety
Disorders
5.45(1.26) 140 6.34(1.33) 28 11.176 1, 166 0.001*
Substance
Use
Disorders
(excluding
alcohol)
5.55(1.31) 136 5.82(1.32) 32 1.139 1, 166 0.287
Alcohol
Disorders
5.60(1.32) 128 5.62(1.30) 40 0.015 1, 166 0.903
Any SCID 1 
Disorder
5.21 (1.23) 76 5.92(1.29) 92 13.242 1, 166 0.000*
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia Is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interviews for DSM Disorders
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There were no significant associations between total mean stressful life event 
scores and demographic variables. See Table 6.2.
An independent Mest showed no significant differences, in terms of total mean 
stressful life event scores, for males and females ( t (166)= - 0.878, p=0.381).
An independent f-test showed no significant differences, in terms of total mean 
stressful life event scores, for those with a history of family psychiatric illness and 
those without (t (166)= - 1.093, p=0.276).
A one-way ANOVA showed no significant difference, in total mean stressful life 
event scores, for those young people who were university educated, compared to 
those young people who had a Junior Certificate, Leaving Certificate or post­
secondary level education i.e., training (F  (1,166) = 1.039, p=0.300).
A one-way ANOVA showed no significant difference, in total mean stressful life 
event scores, for those young people who were unemployed, compared to those 
young people who came from the “other “ group (i.e., working full time, studying full 
time, working and studying part-time) (F (1,166) = 1.230, p=0.269).
6.1.2 Demographic Factors Associated with Total Mean Stressful Life Event
Scores o f Total Sample at Follow-Up
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A one-way ANOVA showed no significant difference in total mean stressful life 
event scores, for those young people who came from professional / managerial 
backgrounds, compared to those young people who came from the “other "group 
(i.e., non manual / skilled manual, semi / non skilled manual or unemployed)
(F (1,166) = 1.799, p=0.276).
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Table 6.2 Demographic factors associated with Stressful Life Events of
total sample at follow-up (N=1681)
Demographics M (SD) N t/F df p-value
Gender t- 0.878 166.00 0.381
M 5.50(1.24) 77
F 5.68(1.37) 91
Fam ily History f-1.093 166.00 0.276
History 5.73(1.35) 74
No History 5.50(1.27) 94
Education 1.039 1, 166 0.300
University 5.46(1.27) 58
Other2 5.68(1.33) 110
Employm ent
Status
1.230 1, 166 0.269
Unemployed 5.82(1.50) 34
Other 5.54(1.26) 134
Parental S E S 1.799 1, 166 0.276
Professional / 
Managerial
5.40(1.10) 53
Other4 5.70 (1.40) 115
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
2 Education was collapsed: Other = Junior Certificate, Leaving Certificate or training
3 Employment Status w as collapsed: Other = working, studying, studying and working part - time.
4 Parental S E S  w as collapsed. Other = Non manual, skilled manual, semi / non skilled manual or unemployed
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6.2 Specific Stressful Life Events Associated with Psychiatric Disorders 
at Follow-Up
The participants’ subjective ratings of stressful life events on a scale of 1 to 10 
were used to generate a total mean specific stressful life event score for each of 
the ten specific stressors: education, work, money, housing, crime, deaths, 
romantic relationships, other relationships, additional events and health. 
Associations between each of the specific stressors and psychiatric outcomes at 
follow-up i.e., young people who were classified as “cases” at follow-up and those 
classified as “controls” were examined.
6.2.1 Subjective Ratings of the Specific Stressful Life Events
Death was reported as the most stressful life event, with a mean subjective stress 
rating of {M -6.02; S D =  3.32). Financial worries were reported as the least stressful 
life event for this age group, with a mean subjective rating of (M= 1.04; SD =  2.50).
The most frequent stressful life event experienced by the group at follow-up was 
health stress (N=159) (94.1%). This was followed by work stresses reported by 
(N=13) (90.5%) of young people and jointly the third most frequently reported 
stressful events were relationship problems (other and romantic relationships) with 
(N=146) (86.4%) young people reporting each of the two. The least frequently 
reported stressful life events reported were additional events (i.e., any other stress 
that may not have been mentioned), with (N=8) (4.7%) young people reporting this. 
These results are outlined in Table 6.3.
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Table 6.3 Mean stress scores per Stressful Life Events (subjective ratings
out of 1(min) -  10(max)) (N = 1681)
Specific Stressful Life Event Mean stress score per stressful life 
event (subjective ratings)
M (SD)
Death 6.02 (3.32)
Health 6.00 (2.17)
Other Relationships 5.25 (3.00)
Education 4.50 (3.02)
Work 4.00 (2.50)
Crime 3.94 (3.44)
Romantic Relationships 3.80 (2.70)
Housing 3.00 (3.09)
Money 1.04 (2.50)
Additional Events 0.41 (1.90)
Total Mean Stressful Life Events Score 5.60(1.31)
1 N=169 recruited. One young person diagnosed with schizophrenia is not included in the above analyses.
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6.2.2 Specific Stressful Life Events Scores Associated with Psychiatric 
Outcomes
For the purposes of analyses, psychiatric outcomes were collapsed into two 
categories due to the small number of young people per grouping. Young people who 
were classified as controls or remitters at follow-up were collapsed into 1 variable 
“controls”. Young people who were classified as new onset or persisters at follow-up 
were collapsed into 1 category “cases”. The terms “control “and “cases” are specific to 
each disorder.
6.2.3 Death
A n y S C ID  / Disorder Outcome
A one-way ANOVA showed a significant difference in mean death stress scores for 
those with any SCID I disorder outcome at follow-up, compared to those young people 
who were classified as controls (F (1,166) = 4.330, p=0.039). Controls at follow-up 
had lower mean death stress scores (M=5.44; SD =  3.29) compared to cases (M=6.50; 
SD =  3.29).
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Anxiety D isorder Outcom es
A one-way ANOVA showed a significant difference in mean death stress scores for 
those with an anxiety disorder outcome at follow-up, compared to those young people 
who were classified as controls (F  (1,166) = 4.455, p=0.036). Controls at follow-up 
had lower mean death stress scores (M= 5.78; SD =  3.36) compared to cases (M -7.22; 
SD =  2.92).
Table 6.4 Death a s  a factor a sso c ia te d  with p sy c h ia tr ic  o u tco m es (N=1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood Disorder 5.81 (3.33) 115 6.47 (3.30) 53 1.410 1, 166 0.237
Anxiety
Disorder
5.78 (3.36) 140 7.22 (2.92) 28 4.455 1, 166 0.036*
Substance Use 
(excluding 
alcohol) 
Disorder
6.07 (3.37) 136 5.82 (3.18) 32 0.147 1, 166 0.702
Alcohol
Disorder
6.13(3.27) 128 5.68 (3.52) 40 0.557 1, 166 0.456
Any SCID 1 
Disorder
5.44 (3.29) 76 6.50 (3.29) 92 4.330 1, 166 0.039*
*p<  0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interviews for DSM  Disorders
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6.2.4 Other Relationships
A n y  S C ID  I D isorder Outcome
A one-way ANOVA showed a significant difference in mean other relationship stress 
scores for those young people with any SCID I disorder outcome at follow-up, 
compared to those young people who were classified as controls 
(F (1,166) = 13.285, p=0.000). Controls at follow-up had lower mean other relationship 
stress scores (M=4.37; SD= 2.92) compared to cases (M= 5.98; SD =  2.78).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean other relationship stress 
scores for those with mood disorder outcomes at follow-up, compared to those young 
people who were classified as controls (F (1,166) = 15.508, p=0.000). Controls at 
follow-up had lower mean other relationship stress scores (M=4.67; SD =  2.88) 
compared to cases (M=6.52; S D =  2.72).
Anxiety Disorder Outcom es
A one-way ANOVA showed a significant difference in mean other relationship stress 
scores for those young people with anxiety disorder outcomes at follow-up, compared 
to those young people who were classified as controls (F (1,166) = 5.708, p=0.000). 
Controls at follow-up had lower mean other relationship stress scores {M= 5.01; SD =  
2.93) compared to cases {M= 6.46; SD =  2.78).
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Table 6.5 Other Relationships as a factor associated with psychiatric
outcomes (N=1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df P-
value
Mood Disorder 4.67 (2.88) 115 6.52 (2.72) 53 15.508 1, 166 0.000
*
Anxiety
Disorder
5.01 (2.93) 140 6.46 (2.78) 28 5.708 1, 166 0.018
*
Substance Use 
Disorder
5.18(3.03) 136 5.56 (2.63) 32 0.417 1, 166 0.519
Alcohol
Disorder
5.12 (3.04) 128 5.68 (2.62) 40 1.111 1, 166 0.293
Any SCID 1 
Disorder
4.37 (2.92) 76 5.98 (2.78) 92 13.285 1, 166 0.000
*
"p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included In the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C IO  I: Structured Clinical Interview for DSM Disorders
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6.2.5 Education
A ny S C ID  I D isorder Outcome
A one-way ANOVA showed a significant difference in mean education stress scores 
for those young people with any SCID I disorder outcome at follow-up, compared to 
those young people who were classified as controls (F (1,166) = 8.878, p=0.003). 
Controls at follow-up had lower mean education stress scores (M= 3.75; SD =  3.27) 
compared to cases (M= 5.12; S D =  2.66).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean education stress scores 
for those with mood disorder outcomes at follow-up, compared to controls (F (1,166) = 
6.115, p=0.014). Controls at follow-up had lower mean education stress scores 
(M= 4.11; SD =  3.07) compared to cases (M=5.34; SD =  2.75).
Substance Use (excluding alcohol) Disorder Outcomes
A one-way ANOVA showed a significant difference in mean education stress scores 
for those with substance use disorder outcomes at follow-up, compared to those 
young people who were classified as controls (F (1,166) = 7.382, p=0.007). Controls 
at follow-up had lower mean education stress scores (M=4.20; SD= 3.12) compared to 
cases (M= 5.78; SD =  2.13).
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Alcohol D isorder Outcom es
A one-way ANOVA showed a significant difference in mean education stress scores 
for those with an alcohol disorder outcome at follow-up, compared to those young 
people who were classified as controls (F(1,166) = 5.476, p=0.020).Young people 
who were controls at follow-up had lower mean education stress scores (M=4.20; S D =  
3.15) compared to cases (M=5.46; SD= 2.33).
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Table 6.6 Education as a factor associated with psychiatric outcomes
(N=1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood Disorder 4.11 (3.07) 115 5.34 (2.75) 53 6.115 1, 166 0.014*
Anxiety
Disorder
4.37 (3.09) 140 5.16(2.90) 28 1.598 1, 166 0.208
Substance Use 
(excluding 
alcohol) 
Disorder
4.20 (3.12) 136 5.78 (2.13) 32 7.382 1, 166 0.007*
Alcohol
Disorder
4.20(3.15) 128 5.46 (2.33) 40 5.476 1, 166 0.020*
Any SCID 1 
Disorder
3.75 (3.27) 76 5.12 (2.66) 92 8.878 1, 166 0.003*
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia Is not included In the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM Disorders
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6.2.6 Work
A one-way ANOVA showed a significant difference in mean work stress scores for 
those young people with any SCID I disorder outcome at follow-up, compared to those 
young people who were classified as controls ( F  (1,166) = 7.289, p=0.008). Controls 
at follow-up had lower mean work stress scores {M=3.45; SD= 2.40) compared to 
cases (M=4.46; SD =  2.41).
Mood Disorder Outcomes
A one-way ANOVA showed a significant difference in mean work stress scores for 
those with a mood disorder outcome at follow-up, compared to controls ( F  (1,166) = 
13.526, p=0.000). Controls at follow-up had lower mean work stress scores (M=3.54; 
S D =  2.36) compared to cases (M= 5.00; SD =  2.37).
A n y S C ID  I D isorder Outcom e
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Table 6.7 Work as a factor associated with psychiatric outcomes (N=1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood Disorder 3.54 (2.36) 115 5.00 (2.37) 53 14.448 1, 166 0.000*
Anxiety
Disorder
3.91 (2.31) 140 4.40 (2.80) 28 1.057 1, 166 0.305
Substance Use 
(excluding 
alcohol) 
Disorder
3.92 (2.50) 136 4.35 (2.30) 32 0.790 1, 166 0.375
Alcohol
Disorder
3.91 (2.49) 128 4.29 (2.34) 40 0.715 1, 166 0.399
Any SCID 1 
Disorder
3.45 (2.40) 76 4.46 (2.41) 92 7.289 1, 166 0.008*
*p<0.05 (statistically significant)
1 N= 169 recruited-1 young person diagnosed with schizophrenia Is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM Disorders
162
6.2.7 Crime
A one-way ANOVA showed a significant difference in mean crime stress scores for 
those with any SCID I disorder outcome at follow-up, compared to those young people 
who were classified as controls (F (1,166) = 8.005, p=0.005). Controls at follow-up 
had lower mean crime stress scores (M=3.13; SD =  3.22) compared to cases (M=4.60; 
SD =  3.49).
Substance Use (excluding alcohol) D isorder Outcom es
A one-way ANOVA showed a significant difference in mean crime stress scores for 
those with substance use disorder outcomes at follow-up, compared to those young 
people who were classified as controls (F (1,166) = 3.990, p=0.047). Young people 
who were controls at follow-up had lower mean crime stress scores (/W=3.68; SD= 
3.42) compared to cases (M -5.02; SD= 3.37).
A n y S C ID  I D isorder Outcom e
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Table 6.8 Crime as a factor associated with psychiatric outcomes (N=1681)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood Disorder 3.68 (3.22) 115 4.49 (3.84) 53 2.007 1, 166 0.158
Anxiety Disorder 3.75 (3.43) 140 4.85 (3.41) 28 2.398 1, 166 0.123
Substance Use 
(excluding 
alcohol) 
Disorder
3.68 (3.42) 136 5.02 (3.37) 32 3.990 1, 166 0.047*
Alcohol Disorder 3.72 (3.39) 128 4.62 (3.56) 40 2.066 1, 166 0.152
Any SCID 1 
Disorder
3.13(3.22) 76 4.60 (3.49) 92 8.005 1, 166 0.005*
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for OSM Disorders
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6.2.8 Romantic Relationships
A ny S C ID  I Disorder Outcome
A one-way ANOVA showed a significant difference in mean romantic relationship 
stress scores for those young people with any SCID I disorder outcome at follow-up, 
compared to those young people who were classified as controls (F  (3,164) = 2.845, 
p=0.039). Controls at follow-up had lower mean romantic relationship stress scores 
(M=3.23; S D =  2.53) compared to cases {M-A.21\ SD =  2.71).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean romantic relationship 
stress scores for those with mood disorder outcomes at follow-up, compared to those 
young people who were classified as controls (F(3,164) = 9.155, p=0.003). Controls 
at follow-up had lower mean romantic relationship stress scores {M= 3.38; SD =  2.60) 
compared to those cases (M=4.69; SD =  2.62).
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Table 6.9 Romantic relationships as a factor associated with psychiatric
outcomes (N -1681)
Outcomes
Control 
s M 
(SD)
N Cases M (SD) N F df p-value
Mood
Disorder
3.38
(2.60)
115 4.69 (2.62) 53 39.155 3, 164 0.003*
Anxiety
Disorder
3.61
(2.60) 140 4.70 (2.88) 28
1.299 3, 164 0.277
Substance
Use
(excluding
alcohol)
3.72
(2.63)
136 4.11 (2.85) 32 0.547 3, 164 0.461
Alcohol
Disorder
3.61
(2.73)
128 4.37 (2.42) 40 2.479 3, 164 0.117
Any SCID 
1 Disorder
3.23
(2.53)
76 4.27 (2.71) 92 2.845 3, 164 0.039*
*p<0.05 (statistically significant)
1 A/= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM Disorders
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6.2.9 Housing
A n y S C ID  I Disorder Outcome
A one-way ANOVA showed a significant difference in mean housing stress scores for 
those young people with any SCID I disorder outcome at follow-up, compared to those 
young people who were classified as controls (F  (1,166) = 5.718, p=0.018). Controls 
at follow-up had lower mean housing stress scores (M= 2.37; SD =  2.90) compared to 
cases (M=3.50; SD= 3.17).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean housing stress scores for 
those with mood disorder outcomes at follow-up, compared to controls (F (1,166) = 
4.528, p=0.035). Controls at follow-up had lower mean housing stress scores 
(M=2.64; SD =  3.06) compared to cases (M= 3.73; S D =  3.05).
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Table 6.10 Housing as a factor associated with psychiatric outcomes (N=1681)
Outcomes Controls 
M (SD)
N Cases M (SD) N F df p-value
Mood
Disorder
2.64
(3.06)
115 3.73 (3.05) 53 4.528 1, 166 0.035*
Anxiety
Disorder
2.87
(3.05)
140 3.56 (3.29) 28 1.155 1, 166 0.284
Substance
Use
(excluding
alcohol)
2.84
(3.07)
136 3.60 (3.17) 32 1.579 1, 166 0.211
Alcohol
Disorder
2.74
(3.05)
128 3.78 (3.14) 40 3.521 1, 166 0.062
Any SCID 1 
Disorder
2.37
(2.90)
76 3.50 (3.17) 92 5.718 1, 166 0.018*
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia Is not included In above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Perslsters, S C ID  I: Structured Clinical Interview for DSM Disorders
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6.2.10 Money
A one-way ANOVA showed a significant difference in mean m oney stress scores for 
those young people with any SCID I disorder outcome at follow-up, compared to those 
young people who were classified as controls (F  (1,166) = 4.786, p=0.030). Controls 
at follow-up had lower mean m oney stress scores (M= 0.59; SD=1.76) compared to 
cases (A/M.42; S D =  2.90).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean m oney  stress scores for 
those young people with a mood disorder outcome at follow-up, compared to those 
young people who were classified as controls (F (1,166) = 3.961, p=0.048). Controls 
at follow-up had lower mean m oney stress scores {M= 0.80; SD =  2.09) compared to 
cases {M= 1.60; S D =  3.11).
A n y  S C ID  I D isorder Outcom e
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Table 6.11 Money as a factor associated with psychiatric disorders (N=1681)
Outcomes
Controls 
M (SD) N
Cases 
M (SD) N F
df p-value
Mood
Disorder
0.80
(2.09)
115 1.60 (3.11) 53 3.961 1, 166 0.048*
Anxiety
Disorder
1.07
(2.24)
140 1.25 (2.67) 28 0.223 1, 166 0.638
Substance 
Use Disorder
1.09
(2.50)
136 0.84 (2.42) 32 0.266 1, 166 0.607
Alcohol
Disorder
0.83
(2.12)
128 1.72 (3.32) 40 0.266 1, 166 0.607
Any SCID 1 
Disorder
0.59
(1.76)
76 1.42 (2.90) 92 4.786 1, 166 0.030*
*p<0.05 (statistically significant)
1 W= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM  Disorders
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6.2.11 Additional Events
A one-way ANOVA showed a significant difference in mean additional events stress 
scores for those with substance use disorder outcomes at follow-up, compared to 
those young people who were classified as controls (F (1,166) = 3.909, p=0.050). 
Young people who were controls at follow-up had lower mean additional events stress 
scores (M=0.27; SD =  1.57) compared to cases (M= 1.00; SD =  2.82).
Substance Use (excluding alcohol) D isorder Outcom es
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Table 6.12 Additional Events as a factor associated with psychiatric outcomes
(N=1681)
Outcomes Controls M (SD) N
Cases 
M (SD) N F df p-value
Mood
Anxiety
0.41
(1.93)
115 0.41 (1.81) 53 0.000 1, 166 0.984
Anxiety
Disorder
0.40
(1.93)
140 0.42(1.66) 28 0.003 1, 166 0.957
Substance
Use
Disorder
Outcomes
0.27
(1.57)
136 1.00 (2.82) 32 3.909 1, 166 0.050*
Alcohol
Disorder
0.38
(1.78)
128 0.50 (2.20) 40 0.117 1, 166 0.733
Any SCID 1 
Disorder
0.48
(2.08)
76 0.34(1.71) 92 0.224 1, 166 0.637
*p<0.05 (statistically significant)
1 W= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM Disorders
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6.2.12 Health
Although health worries were reported as the most frequent stressful life event 
experienced by this group of young people at follow-up, Health worries were not 
associated with psychiatric disorder outcomes at follow-up. A one-way ANOVA 
showed no significant difference in mean health stress scores for those with or without 
a psychiatric disorder outcome at follow-up. Controls at follow-up had not got 
significantly lower mean health stress scores compared to cases.
Table 6.13 Health as a factor associated with psychiatric outcomes (N=1681)
Outcomes
Controls 
M (SD) N
Cases 
M (SD) N F df p-value
Mood
Disorder
5.45
(2.18)
113 5.86 (2.15) 55 1.259 1, 166 0.263
Anxiety
Disorder
5.51
(2.15)
140 5.00 (2.30) 28 0.998 1, 166 0.319
Substance
Use
(excluding
alcohol)
5.53
(2.30)
136 5.83 (2.09) 32 0.474 1, 166 0.492
Alcohol
Disorder
5.51
(2.30)
128 5.82(1.73) 40 0.578 1, 166 0.448
Any SCID 1 
Disorder
5.35
(2.19)
76 5.79 (2.15) 92 1.709 1, 166 0.193
*p<U.oa (statistically significant)
1 A/= 169 recruited -1  young person diagnosed with schizophrenia is not included In the above analyses.
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM  Disorders
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It was hypothesised that parental separation / divorce would be associated with poor 
mental health outcomes (Ch1, p.36) from the Stressful Life Events questionnaire, 
question 5 of the other relationships section asks “Did your parent’s divorce or 
separate?”
For the purposes of analyses, psychiatric outcomes were collapsed into two 
categories due to the small number of young people per grouping. Young people who 
were classified as controls or remitters at follow-up were collapsed into 1 variable 
“controls”. Young people who were classified as new onset or persisters at follow-up 
were collapsed into 1 category “cases” (See Table 6.14).
Mood Disorder Outcom es
Parental separation / divorce was associated with mood outcomes at follow-up 
(%2 =7.727, df=1, p=0.005). There were a larger number of young people identified as 
cases at follow-up whose parents were separated / divorced (N=21) (50.0%) 
compared to those whose parents were not separated / divorced (N=32) (25.4%). 
Likewise, there were a larger number of young people who were controls at follow-up, 
whose parents were not separated or divorced (N=94) (74.6%) compared to those 
whose parents were separated / divorced (N=21) (50%).
Parental separation / divorce was not associated with anxiety outcomes
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6.3 Parental Separation / Divorce as a Factor Associated with Psychiatric
Outcomes
(x 2 =0.057, df=1, p=0.633), substance use disorder (excluding alcohol) outcomes 
(x 2 =0.463, df=1, p=0.496), alcohol outcomes (% 2 =0.044, df=1, p=0.834) or any 
SCID I disorder outcomes (x 2 =1.570, df=1, p=0.250) at follow-up.
These results are outlined in Table 6.14
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Table 6.14 Parental separation /  divorces, psychiatric outcomes at follow-up
*p<0.05 (statistically significant)
Controls: Controls and Remitters, At R isk: New Onset and Persisters, S C ID  I: Structured Clinical Interview for DSM Disorders
Outcomes Parental Separation 
/ Divorce 
N  (%)
No Parental 
Separation / 
Divorce 
N  (%)
3(2 df pvalue
Mood
Disorders
7.727 1,
168
0.005*
Controls 21 (50.0) 94 (74.6)
Cases 21 (50.0) 32 (25.4)
Anxiety
Disorders
0.057 1,
168
0.633
Controls 34 (81.0) 106 (84.1)
Cases 8(19.0) 20(15.9)
Substance
Use
Disorders
(excluding
alcohol)
0.463 1,
168
0.496
Controls 32 (76.2) 104 (82.5)
Cases 10(23.8) 22 (17.5)
Alcohol
Disorders
0.044 1,
168
0.834
Controls 31 (73.8) 97 (77.0)
Cases 11 (26.2) 29 (23.0)
A n y S C ID  1 
Disorder
1.570 1,
168
0.210
Controls 15(35.7) 61 (48.4)
Cases 27 (64.3) 65 (51.6)
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6.4 Peer Relations as a Factor Associated with Psychiatric Outcomes
We wished to examine the relationship between peer support and psychiatric disorder 
outcomes. It was hypothesised that peer relations would have a protective effect on 
mental health outcomes (Ch1, p.36). The friends scale of the Achenbach Adult S e lf  
Report questionnaire (Achenbach & Rescorla, 2003) provided information on peer 
relations. Four questions on the scale provided information on peer relations: 1. About 
how m any close friends do you have? (Do not include family m em bers) 2. About how  
m any times a month do you have contact with any of your close friends (include in 
person contacts, phone, letters, e-mail) 3. How well do you get along with your close  
friends? 4. About how m any times a month do any friends or family visit you?  Each of 
the 4 questions on the scale is scored 0, 1, 2 or 3. The 4 items were then summed to 
yield a total score that could range from 0 to 12. Lower scores indicated poor peer 
functioning and higher scores indicated good peer functioning.
Where young people failed to return their Youth Self Report, the parents’ Achenbach  
Adult Behaviour Checklist questionnaires (Achenbach & Rescorla, 2003) were used to 
obtain information about the young person’s peer relations. The same 4 questions 
formed the friends scale on the Adult Behaviour Checklist: 1. About how many close  
friends does he / s h e  have? 2. About how m any times a month does h e / s h e  have 
contact with any close friends? (include in-person contacts, phone, letters, e-mail),
3. How well does h e / s h e  get along with close friends? 4. About how m any times a 
month do any friends or family visit h im /h e r ?  The same scoring process applied as
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for the Youth Self Report. Adult Behaviour Checklists were used to obtain a total score 
for three young people. In total, (N=24) young people failed to return their Youth Self 
Reports / Adult Behaviour Checklists, therefore, analyses are based on (N=145).
For the purposes of analyses, psychiatric outcomes were collapsed into two 
categories due to the small number of young people per group. Young people who 
were classified as controls or remitters at follow-up were collapsed into 1 variable 
“controls”. Young people who were classified as new onset or persisters at follow-up 
were collapsed into 1 category “cases”. The terms “controls” and “cases” are specific 
to each of the disorders (See Table 6.15).
A n y S C ID  I Disorder Outcome
A one-way ANOVA showed no significant difference in mean peer relation scores for 
those young people classified as cases at follow-up, compared to those young people 
who were classified as controls (F (1,143) = 0.010, p=0.920).
M ood D isorder Outcom es
A one-way ANOVA showed no significant difference in mean peer relation scores for 
those young people classified as cases at follow-up, compared to those young people 
who were classified as controls (F (1,143) = 2.190, p=0.141).
Anxiety Disorder Outcomes
A one-way ANOVA showed a significant difference in mean peer relation scores for 
those young people classified as cases at follow-up, compared to those young people 
who were classified as controls (F (1,143) = 3.791, p=0.053). Controls at follow-up 
had higher mean peer relation scores (M= 10.35; SD= 1.77) compared to cases 
(M=9.47; SD= 2.16).
Substance Use (excluding alcohol) Disorder Outcomes
A one-way ANOVA showed no significant difference in mean peer relation scores for 
those young people classified as cases at follow-up, compared to those young people 
who were classified as controls (F (1,143) = 3.545, p=0.062).
I
Alcohol Disorder Outcom es
A one-way ANOVA showed no significant difference in mean peer relation scores for 
those young people classified as cases at follow-up, compared to those young people 
who were classified as controls (F (1,143) = 0.318, p=0.574).
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Table 6.15 Peer Relations as a factor associated with psychiatric outcomes at follow-up (N =  1451)
Outcomes Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Mood
Disorders
10.37(1.57) 103 9.88 (2.37) 42 2.190 1, 143 0.141
Anxiety
Disorders
10.35 (1.77) 126 9.47 (2.16) 19 3.791 1, 143 0.053*
Substance
Use
Disorders
(excluding
alcohol)
10.10 (1.83) 119 10.84(1.78) 26 3.545 1, 143 0.062
Alcohol
Disorders
10.18 (1.84) 112 10.39 (1.86) 33 0.318 1, 143 0.574
Any SCID 1 
Disorder
10.21 (1.28) 73 10.25 (2.00) 72 0.10 1, 143 0.920
*p < 0 .0 5  (s ta t is t ic a lly  s ig n if ic a n t)  1 2 4  y o u n g  p e o p le  d id  n o t re tu rn  th e ir  Y o u th  S e lf  R e p o rt; h e n c e  p e e r  re la t io n s  in fo rm a tio n  is m is s in g . S C ID  I: S tru c tu re d  C lin ic a l In te rv ie w  fo r  D S M  D is o rd e rs
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It was hypothesised that alcohol use at baseline would be associated with alcohol 
use disorder at follow-up (Ch1, p.36). For the purposes of this study the term 
“binge drinking,” when applied to this population of young people aged 19-23 
years, was defined as: drinking 6 or more standard drinks on one occasion, at least 
once a week (Sian 2007: Alcohol Use in Ireland) (Barry, et al., 2009).The period of 
time assessed was currently at the time of follow-up.
For the purposes of analyses psychiatric outcomes were collapsed into two 
categories due to the small number of young people per grouping. Young people 
who were classified as controls or remitters at follow-up were collapsed into 1 
variable “controls”. Young people who were classified as new onset or persisters at 
follow up were collapsed into 1 category “cases”. The terms “controls” and “cases” 
are specific to each disorder (See Table 6.16).
Based on the above information, (N=93) (55%) young people met criteria for binge 
drinking currently at follow-up.
Binge drinking at follow-up was associated with substance use (excluding alcohol) 
disorder outcomes (%2 =5.229, df=1, p=0.022). Young people who met criteria for 
binge drinking were more likely to be classified as cases at follow-up (N=24) 
(25.5%) compared to the number of non binge drinkers who were cases at follow- 
up (N=8) (10.7%).
6.5 Binge Drinking as a Factor Associated with Psychiatric Outcomes
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Binge drinking at follow-up was associated with alcohol disorder outcomes 
(x 2 =11.625, df=1, p=0.001). Young people who met criteria for binge drinking 
were more likely to be classified as cases at follow-up (N=54) (58.1%) compared to 
the number of non binge-drinkers who were cases at follow-up (N=38) (50.7%).
Binge drinking at follow-up was not associated with mood disorder outcomes 
( X  2 =0.377, df=1, p=0.539).
Binge drinking at follow-up was not associated with anxiety disorder outcomes 
( X  2 =0.173, df=1, p=0.677).
Binge drinking at follow-up was not associated with any SCID I disorder outcome 
( X  2 =0.643, df=1, p=0.423).
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Table 6.16 Binge drinking at follow-up as a factor associated with psychiatric outcomes (N= 1681)
Outcomes Binge Drinkers 
N( %)
Non 
Binge Drinkers 
N( %)
X2 df p-value
Mood Disorders 0.377 1,168 0.539
Controls 66 (71.0) 49 (65.3)
Cases 37 (29.0) 26 (34.7)
Anxiety Disorders 0.173 1,168 0.677
Controls 79 (84,7) 61 (81.3)
Cases 14 (15.1) 14 (18.7)
Substance Use 
Disorders (excluding 
alcohol)
5.229 1,168 0.022*
Controls 69 (74.2) 67 (89.3)
Cases 24 (25.5) 8 (10.7)
Alcohol Disorders 11.625 1,168 0.001*
Controls 61 (65.6) 67 (89.3)
Cases 32 (34.4) 8 (10.7)
Any SCID1 Disorder 0.643 1,168 0.423
Controls 39 (41.9) 37 (49.3)
Cases 54 (58.1) 38 (50.7)
p<U.U5 (statistically sigmlicanl)
1 N =  1 6 9  re c ru ite d  - 1  y o u n g  p e rs o n  d ia g n o s e d  w ith  s c h iz o p h re n ia  is  n o t in c lu d e d  in  th e  a b o v e  a n a ly s e s . 
S C O  I: S tru c tu re d  C lin ic a l In te rv ie w  fo r  D S M  D is o rd e rs
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Alcohol Use at Challenging Times Original Study as a factor associated with Binge
Drinking at Follow-Up
Alcohol use at Challenging Times original study was predictive of binge drinking at follow-up 
(%2 =3.810, df=1, p=0.051). Children and adolescents who were using alcohol at CT1 were 
more likely to be binge drinking at follow-up (N=28) (70%) vs. (N=12) (30%).
T a b le  6 .1 7  A lc o h o l  U s e  a t  C T 1  a s  a  f a c t o r  a s s o c ia t e d  w ith  b in g e  d r in k in g  a t  fo l lo w -u p
( N =  1 6 8 1)
Hinge Drinker C 12
c t i  Drinker No
«(%)
Yes
N(%)
df p-value
' No 63 (49.2%) bb (bU.S%) 3.810 i U.061’ -
Yes 12 (30%)
*p < 0 ,0 5  ( s ta t is t ic a lly  s ig n if ic a n t)
1 N =  1 6 9  re c ru ite d  - 1  y o u n g  p e rs o n  d ia g n o s e d  w ith  s c h iz o p h re n ia  is  n o t in c lu d e d  in  th e  a b o v e  a n a ly s is . 
O v e ra ll 5 3  y o u n g  p e o p le  d ra n k  a t  C T 1 , h o w e v e r , o n ly  4 0  w e re  re c ru ite d  fo r  C T 2  
O v e ra ll 9 3  (5 5 % ) o f  y o u n g  p e o p le  m e t c r ite r ia  fo r  b in g e  d r in k in g  a t  fo l lo w  -  u p  C T 2
185
Alcohol Use at Challenging Times Original Study as a Factor Associated with Alcohol 
Disorder Outcomes at Follow-Up
Alcohol use in the original Challenging Times study was not associated with alcohol disorder 
outcomes at CT2 (x 2 =0.530, df=1, p=3.894). Young people who used alcohol at CT1 were 
no more likely to develop an alcohol disorder at follow-up than those who did not use alcohol 
at CT1.
T a b le  6 .1 8  A lc o h o l  U s e  a t  C T 1  a s  a  f a c t o r  a s s o c ia t e d  w i th  a lc o h o l  u s e  o u t c o m e s  a t
fo l lo w -u p .
Alcohol Outcomes C T2
C l1 Drinker Controls
W(%)
Cases 
N  (%)
X2 d f p - v a l u e
No 99 (7/.3%) 29 (22.7%) U.53Ü 1 0.394
^ e s 29 (72.5%) 11 (27.5%)
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It was hypothesised that a history of anti-social behaviour would be associated with 
poor mental health outcomes (Ch1, p.36). The psychometric profile of all potential 
items on the Achenbach Adult Self Report questionnaire (Achenbach & Rescorla,
2003) that best reflected anti-social behaviour was examined. The following three 
items were identified as most usefully reflecting a coherent subscale that measured 
anti-social behaviour: Question 21. I damage or destroy things belonging to others, 
Question 82. I steal, Question 92. I do things that may cause me trouble with the 
law (describe). Participants scored a 3 point scale; ‘Not True’,’ Somewhat or 
Sometimes True’ or ‘Very True or Often True’. Any 1 of the 3 items that were 
scored; ‘Somewhat or Sometimes True’ or’ Very True or Often True’ as above were 
taken to be indicative of anti-social behaviour.
Where young people failed to return their youth self report, the parents’ Achenbach 
Adult Behaviour Checklist questionnaires (Achenbach & Rescorla, 2003) were used to 
obtain information about the young person’s anti-social behaviour. The same 3 items 
on the Adult Behaviour Checklist were used to provide information on anti-social 
behaviour: Question 21. Damages or destroys things belonging to others, Question 
82. Steals, Question 92. Does things that may cause trouble with the law 
(describe).The same scoring process applied as for the Youth Self Report. Information 
on anti-social behaviour was unobtainable from three young people’s Adult Behaviour 
Checklist questionnaires. A positive reply to any one of the 3 questions was taken to 
be indicative of anti-social behaviour.
6.6 Anti-Social Behaviour as a Factor Associated with Psychiatric Outcomes
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6.6.1 Demographie Details of Those with a History of Anti-Social Behaviour
Based on the above scoring criteria (N=20) (11.8%) young people met criteria, for 
having a history of anti-social behaviour “ever”. Of these (N=16) were male and 
(N=4) were female, with a mean age of (M=21 years; SD= 1.05).
Parents SES was allocated to each young person according to the Irish Social 
Class Scale (Population, 1996), as outlined in section 2.2.2. Seven (35.0%) young 
people came from professional / managerial backgrounds, (N=13) (65.0%) came 
from a non-manual / skilled manual, semi / non-skilled manual background. As 
there were small numbers of young people per SES grouping, for the purposes of 
analyses we collapsed parental SES into two categories (Professional / Managerial 
vs. Other i.e. groups 3, 4, 5, 6, 7).
Seventeen young people (85.0%) were current smokers at follow-up.
Three young people (15.0%) had a Junior Certificate education and (N=3) (15%) 
had a Leaving Certificate education, (N=10) (50%) had some level of training and 
(N=4) (20.0%) had a university education. As there were small numbers of young 
people per education group, for the purposes of analyses we collapsed education 
into two categories (University vs. Other i.e., Junior Certificate, Leaving Certificate 
and post-secondary level education i.e., training).
Nine young people (45.0%) were currently employed at follow-up, (N=3) (15.0%)
were unemployed, (N=2) (10.0%) were studying full-time and (N=6) (30.0%) were
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studying and working part-time. For the purpose of analyses, we collapsed 
employment status groupings into two categories (unemployed vs. other i.e., 
working full-time, studying, studying and working part-time).
A history of family psychiatric illness was reported in (N=9) (45.0%) young people, 
with (N=4) young people reporting a psychiatric illness in a first degree relative and 
(N=5) young people reporting a psychiatric illness in a second degree relative.
The demographic details of the study population are outlined in Table 6.19.
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Table 6.19 Demographic details of a subsample identified at follow-up with
a history o f anti-social behaviour (ever) (N=20) (11.8%)
N (%)
Gender M 16 (80.0), F 4 (20.0)
Age 21.0 yrs (SD 1.05)
Parental SES
Professional / Managerial (groups 1-2) 7(35.0)
Non-manual / Skilled Manual (groups 3-4)
Semi / Non Skilled Manual (groups 5-6) 13(65.0)
Unemployed (group 7) -
Smoking Status
Current 17(85.0)
Regular 16(80.0)
Social 1(5.0)
Education
Junior Certificate 3(15.0)
Leaving Certificate 3(15.0)
Training 10(50.0)
University 4 (20.0)
Employment Status
Work currently 9 (45.0)
Unemployed 3(15.0)
Studying 2(10.0)
Studying and working part-time 6 (30.0)
Family Psychiatric Illness
Present 9 (45.0)
First degree 4 (20.0)
Second degree 5_{25.0)
M : M a le ; F : F e m a le
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6.6.2 Demographie Factors Associated with Anti-Social Behaviour
Anti-social behaviour at follow-up was associated with gender
(x 2 =9.140, df=1, p=0.003). Males were more likely to have a history of anti-social
behaviour (N=16) (80.0%) compared to females (N=4) (20.0%).
Anti-social behaviour at follow-up was not associated with education 
(X 2 =2.346, df=1, p=0.126).
Anti-social behaviour at follow-up was not associated with employment status 
(X  2 =0.019, df=1, p=0.890).
Anti-social behaviour at follow-up was not associated with parental SES 
( X  2 =0.000, df=1, p=1.000).
Anti-social behaviour at follow-up was not associated with a history of family 
psychiatric illness (x2 =0.002, df=1, p=0.966).
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Table 6.20 Demographic factors associated with anti-social behaviour (ever) (N =45) (26.6%)
Anti-Social Behaviour 
N ( % )
No Anti-Social Behaviour 
N ( % )
*2 df p-value
Gender
M 16 (80.0) 51 (40.8) 9.140 1 0.003*
F 4 (20.0) 74 (59.2)
Education 2.346 1 0.126
University 4 (20.0) 51 (40.8)
Other1 16 (80.0) 74 (59.2)
Employment Status 0.019 1 0.890
Unemployed 3(15.0) 24 (19.2)
Other2 17 (85.0) 101 (80.8)
Parental S E S 0.000 1 1.000
Professional / Managerial 7 (35.0) 43 (34.4)
Other2 13 (65.0) 82 (65.6)
Family Psychiatric History 0.002 1 0.966
History 9 (45.0) 52 (41.6)
No History 11 (55.0) 73 (58.4)
*p <  0 .0 5  ( s ta t is t ic a lly  s ig n if ic a n t)
1 E d u c a tio n  w a s  c o lla p s e d : O th e r  =  J u n io r  C e rt if ic a te , L e a v in g  C e rt if ic a te  a n d  tra in in g
2  E m p lo y m e n t S ta tu s  w a s  c o lla p s e d : O th e r=  w o rk in g , s tu d y in g , s tu d y in g  & w o rk in g  p a r t - t im e
3  P a re n ta l S E S . w a s  c o lla p s e d : O th e r=  N o n  m a n u a l /  s k ille d  m a n u a l, s e m i /  n on  s k il le d  m a n u a l I  u n e m p lo y e d
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For the purposes of analyses psychiatric outcomes were collapsed into two 
categories due to the small number of young people per group. Young people who 
were classified as controls or remitters at follow-up were collapsed into 1 variable 
“controls”. Young people who were classified as new onset or persisters at follow- 
up were collapsed into 1 category “cases”. The terms “controls” and “cases” are 
specific to each disorder.
Any SCID I Disorder Outcome
A history of anti-social behaviour was associated with any SCID I disorder outcome 
(%2 =4.843, df=1, p=0.028). Young people with a history of anti-social behaviour 
were more likely to be cases at follow-up (N=15) (75.0%) compared to those with 
no history (N=57) (45.6%).
Mood Disorder Outcomes
A history of anti-social behaviour was not associated with mood outcomes at 
follow-up (%2 =0.000, df=1, p=1.000).
6.6.3 History of Anti-Social Behaviour as a Factor Associated with
Psychiatric Outcomes
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Anxiety Disorder Outcom es
A history of anti-social behaviour was not associated with anxiety outcomes at 
follow-up (%2 =0.000, df=1, p=1.000).
Substance Use Disorder (excluding alcohol) Outcom es
A history of anti-social behaviour was associated with substance use (excluding 
alcohol) outcomes at follow-up (%2 =18.840, df=1, p=0.000). Young people without 
a history of anti-social behaviour at follow-up (N=110) (88.0%) were more likely to 
be controls, than those with a history (N=9) (45.0%).
Alcohol Disorder Outcom es
A history of anti-social behaviour was associated with alcohol outcomes at follow- 
up (x 2 =11.674, df=1, p=0.001). Young people with a history of anti-social 
behaviour were more likely to be cases at follow-up (N=9) (45.0%) compared to 
those with no history (N=22) (17.6%).
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Table 6.21 History of anti-social behaviour as a factor associated with
psychiatric outcomes at follow-up (N = 1451)
Anti-Social
Behaviour
No Anti-Social 
Behaviour
Outcomes Controls
N  (%)
Cases 
N  (%)
Controls 
N  (%)
Cases 
N  (%)
*2 df p-value
Mood
Disorders
14(70.0) 6
(30.0)
89(71.2) 36 (28.8) 0.000 1 1.000
Anxiety
Disorders
17(85.0) 3
(15.0)
109 (87.2) 16(12.8) 0.000 1 1.000
Substance
Use
Disorders
(excluding
alcohol)
9 (45.0) 11
(55.0)
110 (88.0) 15(12.0) 18.840 1 0.000*
Alcohol
Disorders
9 (45.0) 11
(55.0)
103 (82.4) 22(17.6) 11.674 1 0.001*
Any SCID 1 
Disorder
5 (25.0) 15
(75.0)
68 (54.4) 57 (45.6) 4.843 1 0.028*
*p < 0 .0 5  (s ta t is t ic a lly  s ig n if ic a n t)
1 W =145  h a v e  a  h is to ry  o f  a n t i -  s o c ia l b e h a v io u r  b a s e d  o n  Y S R  /  A B C L , m is s in g  d a ta  o n  2 4  A d u lt  B e h a v io u r  C h e c k lis ts  a n d  Y o u th  S e l f -  
R e p o rts .
S C ID  I: S tru c tu re d  C lin ic a l In te rv ie w  fo r  D S M  D is o rd e rs
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It was hypothesised that poor family functioning would be associated with poor 
mental health outcomes (Ch1, p.36).
The General Functioning Scale of the Me Master Family Assessment Device, 
(Epstein, 1983) which examines patterns of interaction among family members 
(problem solving, support, communication and expression of emotion) and has 
been found to distinguish between healthy and unhealthy families, was used to 
generate a total mean family functioning score - see Methods 3.3.1 (c).
The total mean Me Masters Family Functioning score was calculated for each 
young person, as a factor associated with psychiatric outcomes from the 
Challenging Times original study at follow-up. See supplementary table 8 (S8) in 
Appendix 20.
6.7 Family Functioning as a Factor Associated with Psychiatric Disorders
at Follow-Up
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For the purposes of analyses, psychiatric outcomes were collapsed into two 
categories due to the small number of young people per grouping. Young people 
who were classified as controls or remitters at follow-up were collapsed into 1 
variable “controls”. Young people who were classified as new onset or persisters at 
follow-up were collapsed into 1 category "cases”. The terms “controls” and “cases” 
are specific to each disorder.
A n y  S C ID  I Disorder Outcome
A one-way ANOVA showed a significant difference in mean family functioning 
scores for those young people who were controls compared to those who were 
classified as cases at follow-up (F(1,166) = 7.826, p=0.006). Controls had lower 
mean family functioning scores (M = 21.00; S D  = 7.00), which indicates better 
family functioning compared to cases that had higher family functioning scores 
which indicate poorer family functioning (M = 24.00; S D  = 6.92).
Mood Disorder Outcom es
A one-way ANOVA showed a significant difference in mean family functioning 
scores for those young people who were controls, compared to those classified as 
cases at follow-up (F (1,166) = 6.266, p=0.013). Controls had lower mean family 
functioning scores (M  = 21.72; S D  = 6.86), which indicates better family functioning
6.7.1 Family Functioning as a Factor Associated with Psychiatric Outcomes
at Follow-Up
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compared to cases that had higher family functioning scores which indicate poorer 
family functioning (M = 24.62; S D  = 7.23).
Anxiety Disorder Outcom es
A one-way ANOVA showed a significant difference in mean family functioning 
scores for those young people who were controls, compared to those who were 
classified as cases at follow-up (F (1,166) = 4.035, p=0.046). Controls had lower 
mean family functioning scores (M = 22.15; S D  = 7.03), which indicates better 
family functioning compared to cases that had higher family functioning scores 
which indicate poorer family functioning (M =  25.07; S D  = 7.00).
Substance Use (excluding alcohol) Disorder Outcom es
A one-way ANOVA showed no significant difference in mean family functioning 
scores for those young people who were controls, compared to those who were 
classified as cases at follow-up (F (1,166) = 2.396, p=0.124).
Alcohol Disorder Outcom es
A one-way (ANOVA) showed no significant difference in mean family functioning 
scores for those young people who were controls compared to those who were 
classified as cases at follow-up (F (1,166) = 0.777, p=0.379).
These results are outlined in Table 6.22.
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Table 6.22 Total mean Me Masters Family Functioning Scores as factors
associated with psychiatric outcomes at follow-up (N =  1681)
Outcomes Controls M (SD) N
Cases 
M (SD)
N F df
p-value
Mood
Disorders 21.72 (6.86) 115
24.62
(7.23) 53 6.266
1, 166
0.013*
Anxiety
Disorders 22.15(7.03) 140
25.07
(7.00) 28 4.035
1, 166
0.046*
Substance
Use
Disorders
(excluding
alcohol)
22.22 (7.07) 136 24.37(7.00) 32 2.396
1, 166
0.124
Alcohol
Disorders 22.36 (7.02) 128
23.50
(7.30) 40 0.777
1, 166
0.379
Any SCID 1 
Disorder 21.00 (7.00) 76
24.00
(6.92) 92 7.826
1, 166
0.006*
*p < 0 .0 5  ( s ta t is t ic a lly  s ig n if ic a n t)
1 N =  1 6 9  re c ru ite d  - 1  y o u n g  p e rs o n  d ia g n o s e d  w ith  s c h iz o p h re n ia  is  n o t in c lu d e d  in  th e  a b o v e  a n a ly s e s . 
S C ID  I: S tru c tu re d  C lin ic a l In te rv ie w  fo r  D S M  D is o rd e rs
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There were no significant associations between total mean family functioning 
scores and demographic variables.
An independent f-test showed no significant differences in terms of mean family 
functioning scores for males and females (t (166)=0.043, p=0.966).
An independent /-test showed no significant differences in terms of mean family 
functioning scores for those with a history of family psychiatric illness and those 
without (t (166)= -1.852, p=0.066).
A one-way ANOVA showed no significant difference in mean family functioning 
scores for those young people who were University educated in comparison to 
those young people who had a Junior Certificate, Leaving Certificate or post­
secondary level education i.e., training (F(1,166) = 0.170, p=0.681).
A one-way ANOVA showed no significant difference in mean family functioning 
scores for those young people who were unemployed in comparison to those 
young people who came from the “other “ group (i.e., working full-time, studying 
full-time, working and studying part-time) (F (1,166) = 0.433, p=0.511).
6.7.2 Demographic Factors Associated with Me Masters Family Functioning
Scores of Total Sample at Follow-Up
2 0 0
A one-way ANOVA showed no significant difference in mean family functioning 
scores for those young people who came from professional / managerial 
backgrounds in comparison to those young people who came from "other “ group 
(i.e., non manual / skilled manual, semi / non skilled manual / unemployed)
(F (1,166) = 0.624, p=0.431).
These results are outlined in Table 6.23.
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Table 6.23 Demographic factors associated with Me Masters Family
Functioning scores of total sample at follow-up (N=1681)
Demographics M (SD) N t/F df p-value
Gender 10.043 166 0.966
M 22.66 (6.90) 77
F 22.61 (7.27) 91
Family History M .852 166 0.066
History 23.77 (7.30) 74
No History 21.74 (6.83) 94
Education 0.170 1, 166 0.681
University 22.95 (7.68) 58
Other 22.47 (6.78) 110
Employment Status 0.433 1, 166 0.511
Unemployed 23.35 (7.13) 34
Other 22.45 (7.09) 134
Parental SES 0.624 1, 166 0.431
Professional/
Managerial
22.00 (7.28) 53
Other 23.00 (7.01) 115
* p < 0 .0 5  ( s ta t is t ic a l ly  s ig n if ic a n t)
1 N =  1 6 9  re c ru ite d  - 1  y o u n g  p e rs o n  d ia g n o s e d  w ith  s c h iz o p h re n ia  is  n o t In c lu d e d  in  th e  a b o v e  a n a ly s e s
2  E d u c a tio n  w a s  c o lla p s e d ; O th e r  =  J u n io r  C e rt if ic a te , L e a v in g  C e rt if ic a te  o r  t ra in in g
3  E m p lo y m e n t S ta tu s  w a s  c o lla p s e d : O th e r=  w o rk in g , s tu d y in g , s tu d y in g  &  w o rk in g  p a r t - t im e
4  P a re n ta l S E S  w a s  c o lla p s e d : O th e r=  N o n  m a n u a l I  s k il le d  m a n u a l, s e m i /n o n  s k ille d  m a n u a l I  u n e m p lo y e d
2 0 2
Chapter 7: Discussion 
7.1 Overview of the Aims of the Thesis
The research described in this thesis was a follow-up epidemiological study of a 
cohort of (N=212) adolescents, who participated in the original Challenging Times 
study eight years ago.
The principal aim of the current study was to trace and recruit all (N=212) 
adolescents using a number of tracing strategies. This was followed by an 
invitation to participate in an assessment interview eight years later, where the 
participants were aged 19-23 years. The objectives of this study were:
1) To examine the mental health outcomes and social and occupational 
functioning of a cohort of young people (now aged 19-23 years) who were 
previously assessed at age 12-15 years.
2) To examine the association between life stresses such as poor family 
functioning, parental separation / divorce and peer relations, substance use 
and anti-social behaviour and mental health outcomes in young adulthood.
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7.2 Overview of Findings
This thesis presented findings from the first study of its kind to follow up a cohort of 
adolescents into young adulthood in Ireland. A large amount of information was 
gathered on those who participated in the follow-up study. To summarise the main 
findings: the study comprised (N=169) young people aged between 19 and 21 
years of age. Forty eight (24.3%) (22.4 - 28.9) of young people were diagnosed 
with a psychiatric disorder at follow-up. There was no significant difference 
between those who participated and the (N=43) non-responders in terms of 
gender, parental socio-economic status (SES) or overall diagnosis at baseline.
Using a weighted population prevalence estimation, the rate of any current 
psychiatric disorder in the study population was 24.3 % (22.4 - 28.9). The current 
rates of mood disorders were 5.4% (4.1 - 7.6), anxiety disorders 11.2% (9.5 -14.3), 
substance use disorders 8.2% (6.7 -11.0) and alcohol disorders 7.7% (6.2 -10.4). 
Logistic regression revealed that meeting criteria for inclusion in the “at risk” group 
at the Challenging Times original study was not predictive of poor mental health 
outcomes at follow-up. The general psychological well-being of a participant, as 
measured by Global Assessment of Functioning (GAF) scores, was associated 
with mental health outcomes at follow-up. Gender differences were noted, with 
more females reporting mood disorders and a larger proportion of males reporting 
substance use disorders. A family history of psychiatric illness was associated with 
the presence of anxiety disorders in young adulthood. Twenty (11.8%) of young 
people met criteria for more than 1 psychiatric disorder at follow-up. Sixty one
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percent of young people had never received treatment for a psychiatric disorder 
and 39% were either currently undergoing treatment or had treatment in the past. 
The majority of young people were attending counsellors. Treatment status was 
associated with better mental health outcomes at follow-up. Treatment was also 
associated with co-morbidity.
Subjective ratings of stressful life events were significantly associated with mood 
disorders, anxiety and any SCID I disorders, however, stress was not associated 
with substance use or alcohol disorder outcomes. Demographic factors were not 
associated with stressful life events. Specific stressful life events were associated 
with poor mental health outcomes. The death of a family member, relative or friend 
was reported as the most stressful life event, while financial worries were the least 
reported stressor for this cohort of young people. Health stressors were the most 
frequently reported stressor. Poor family functioning marked by the inability to 
problem solve, a lack of communication skills and support and low levels of 
emotional expression, were associated with mood disorder, anxiety disorder and 
any SCID I disorder outcomes. Exposure to parental separation or divorce was 
significantly associated with mood disorder outcomes. Poor peer relations were 
associated with anxiety outcomes. Alcohol use at baseline was not associated with 
an alcohol use disorder at follow-up. Twelve percent (11.8%) of young people had 
a history of anti-social behaviour, all of which was associated with higher rates of 
alcohol, substance use and any SCID I disorder outcome.
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7.3 Variability in Prevalence Rates
Hypothesis 1 was accepted: The prevalence rates of psychiatric disorders at C T2  
were greater than at CT1. Following examination of the prevalence rates of 
psychiatric disorders at follow-up, it was concluded that 24.4% of the young people 
now aged 19-23 years met criteria for a psychiatric disorder, compared to 15.6% at 
the Challenging Times original study. Anxiety disorders were the most frequently 
reported disorders, with equal numbers reporting social phobias (6%) and specific 
phobias (6%). In line with previous research, females were four times more likely to 
have a specific phobia than males (Kessler, Chiu, et al., 2005; Stinson et al.,
2007). Whilst social phobias are often present in adolescence and young 
adulthood, it was somewhat unusual for this age group to report such a high rate of 
specific phobias, which are generally more prevalent in early childhood (Ollendick 
& March, 2003). It was expected that young adults would report greater rates of 
generalized anxiety and social anxiety, given that they are two of the most 
prevalent disorders in youth (Merikangas, Nakamura, & Kessler, 2009). Recent 
research differentiates the age of onset of the fear from the age of onset of the 
specific phobia. Generally, the typical age of onset of a phobia is 9 years after the 
age of onset of the fear, thus specific phobias tend to present in early adulthood 
(Antony, Brown, & Barlow, 1997; Trumpf, Margraf, Vriends, Meyer, & Becker, 
2010). This may account for the high prevalence rates of specific phobias amongst 
young adult females in the current sample. Whilst the prevalence rates of anxiety 
disorders are substantially smaller than reported in the National Co-morbidity 
Survey Replication (NCS-R) (11.2% vs. 30.2%), similarly, anxiety disorders were
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the most prevalent disorder (Kessler, Chiu, et al., 2005). Comparable to this study, 
the NCS-R used a broad definition of anxiety disorders which encompassed: panic 
disorder, agoraphobia without panic, specific and social phobia, generalised 
anxiety disorder, post-traumatic stress disorder and obsessive compulsive 
disorder.
The prevalence rate of mood disorders at follow-up is somewhat lower (5.4%) than 
those reported in national and international literature. This may be explained by the 
fact that the Challenging Times original study employed a two-stage study design, 
where all children and adolescents were screened initially for the presence of a 
psychiatric disorder. The screening component may have picked up a number of 
children and adolescents at risk of mood disorders, which would have had a 
preventative effect. Anxiety, on the other hand, is a disorder that generally presents 
in late adolescence and may not have been present in the children and 
adolescents aged 12-15 years at the time of the original Challenging Times study.
Overall, the prevalence rates of psychiatric disorders at follow-up are comparable 
with those in national and international literature (see tables 1.1 and 1.2).
In general, the variation in prevalence rates between countries is largely 
attributable to methodological differences between studies. Before considering the 
prevalence rates at follow-up it is worth re-emphasising the fact that the original 
Challenging Times study was a two-staged design. Studies that include a 
screening stage are more likely to have stricter diagnostic thresholds, and hence 
identify fewer cases than studies using structured clinical interviews alone
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(Roberts, Attkisson, & Rosenblatt, 1998). Bearing this in mind, the prevalence rates 
of psychiatric disorders in the original study are thought to be an accurate 
representation of the true prevalence rates of psychiatric disorders in young 
people. Methodological differences make it difficult to draw definitive conclusions 
about these prevalence rates. Prevalence rates differ depending on the sample 
size, the time-frame in which the participants are assessed, the age of the 
participants, broad or narrowly defined groups of psychiatric disorders, the 
instruments used to assess psychiatric disorders and the criteria used to diagnose 
psychiatric disorders. Ireland is somewhat lacking in research reporting on the 
prevalence rates of psychiatric disorders in young people. Lynch et al. (2006) were 
the first to address this issue in the original Challenging Times study. However, it 
has been difficult to draw comparisons, specifically for young people aged 19-23 
years in an Irish context. The closest comparison study, in terms of prevalence 
rates, for this age group has been the SLAN study which reports on (N=2,591) 
young people between the ages of 18-29 years, with rates of 6% recorded for 
mood disorders and 2% for anxiety disorders (Barry, et al., 2009). Caution is 
necessary when drawing comparisons with the present study, as the SLAN study 
used a narrow definition of major depressive disorder to describe mood disorders, 
and its definition of anxiety disorders refers specifically to generalized anxiety 
disorders. The 12-month prevalence rate for alcohol use in the SLAN study was 
74%, however, this refers to a harmful pattern of drinking within the past week 
(Barry, etal., 2009). The Dunedin Study which reported 12 month prevalence rates 
in 21-year-olds (N = 951), closely compares to the current study, with rates of 8.3% 
reported for anxiety disorders. Mood disorders were somewhat higher (9.2% vs.
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5.4%) while substance use disorders were similar (7.9% and 8.2%). Alcohol use 
rates were the same 7.7% (Kim-Cohen, et al., 2003).
Although 24.4% (weighted) of the young people, nowaged 19-23 years, met 
criteria for a psychiatric disorder at follow-up, 55% (unweighted) met criteria for a 
lifetime SCID I disorder i.e., taking into account disorders prior to CT1, at CT1, the 
period between CT1 and CT2 and currently. This may appear as a very high 
prevalence rate and caution is necessary when interpreting the rate. This is a 
select population of young people from a specific catchment area in the North of 
Dublin and results cannot be extrapolated to a general population.
In order to maximise use of the longitudinal design of the study, statistical analyses 
of the CT2 data was conducted by dividing the study sample according to those 
who were identified as “at risk” at CT1. This revealed that adolescents “at risk” of a 
psychiatric disorder at CT1 were no more likely to have a psychiatric disorder at 
follow-up, thus refuting hypothesis 2. It had been expected that adolescents "at 
risk” of a psychiatric disorder at CT 1 would be more likely to meet criteria for a 
psychiatric disorder at follow-up. It has been widely acknowledged that adolescent 
psychiatric disorders generally confer a strong risk for recurrent disorders in young 
adulthood (Kim-Cohen, et al., 2003). Although this expectation was not 
corroborated by the present study, caution is necessary when interpreting these 
results. The study is limited by the overall small sample size and more specifically 
the small numbers of participants per subgroup of disorder. There is also the 
possibility that a number of participants’ who were identified “at risk” at CT1
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received or are currently receiving treatment for their mental ill-health, due to their 
participation in the Challenging Times original study. Further analysis of the data of 
the current study might exclude all participants who had received treatment to see 
if treatment was responsible for this null finding at follow-up. It should be noted that 
the findings are in the general direction, however they fail to approach significance. 
This would suggest that the differences in outcome between those “at risk” at CT1 
and those not "at risk” was most likely not detected due to a power issue.
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7.3.1 Co-morbidity
Using the SCID I to assess psychopathology, approximately twelve percent (11.8%) of 
young people reported more than one psychiatric disorder at follow-up. Rates of 
co-morbidity were based on 4 diagnostic groupings: mood disorders, anxiety 
disorders, substance use and alcohol disorders, as outlined in section 5.7. Mood and 
anxiety disorders strongly overlapped, as did substance use disorders and alcohol 
disorders. The co-occurrence of mood and anxiety disorders is now so widely 
recognised that recent literature suggests anxiety may be part of the developmental 
process, whereby the early life presentation of anxiety is followed by depression in 
adulthood (Merikangas, 2002). When comparing the rates of co-morbidity at follow-up 
with the original Challenging Times study, it is clear that rates of co-morbidity have 
increased (11.8% vs. 4.2%). The number of psychiatric disorders experienced by 
young people at follow-up was greater than in the original Challenging Times sample. 
This finding is not surprising, given that the overall prevalence rates of psychiatric 
disorders in the total sample have increased at follow-up. Co-morbidity was 
significantly associated with treatment at follow-up. Young people who had received 
lifetime treatment were more likely to have only one disorder at follow-up compared to 
those who had never received treatment. Whilst showing the effectiveness of mental 
health treatment, this finding also highlights the link between co-morbidity and the 
likelihood of receiving treatment. Consistent with previous literature, psychiatric co­
morbidity, often used as a crude measurement of disorder severity, has been related 
to treatment. Young people with increasing numbers of disorders are more likely to 
receive mental health treatment (Merikangas et al., 2011).
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7.3.2 Treatment
Nearly 40% of young people with a psychiatric disorder had received treatment 
ever i.e., at follow-up or in the past. This result is similar to findings from the 
National Co-morbidity Survey Adolescent Supplement (NCS-A), which reported 
that only 36.2% of young people with any mental health disorder received 
services for a particular lifetime disorder (Merikangas, et al., 2011). Of the 
remaining 60% of young people sampled at follow-up 12.4% of their friends / 
family or school had expressed concern about their mental health and had 
suggested that they seek professional help. However, worryingly not one young 
person sought treatment. Counsellors were the most popular source of 
treatment, followed by equal numbers of young people attending psychiatrists 
and psychologists. General Practitioner’s (GPs) were the least popular source 
of treatment for youth with mental health concerns (Biddle, Gunnell, Sharp, & 
Donovan, 2004). There are numerous possible explanations for this. Often 
young people do not perceive mental ill-health as a medical problem (Owens, 
Lambert, Donovan, & Lloyd, 2005). Young people often feel that GPs treat only 
physical illnesses, that they do not have specific training in mental health and 
that they will simply prescribe medication as opposed to different therapies that 
other services would offer (Biddle, Donovan, Gunnell, & Sharp, 2006).
In an Australian study of (N=590) adolescents aged between 13 and 18 years, 
higher levels of psychological distress were associated with lower intentions to 
seek help from a GP (Wilson, Deane, Marshall, & Dailey, 2010). These results 
are in keeping with previous literature that reports that young people with
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mental ill-health tend not to avail of help from healthcare professionals such as 
GPs. Irrespective of young people’s beliefs about not wishing to attend GPs for 
mental health concerns, 31 - 39% of young people attending GPs have mental 
health disorders (Hickie, Fogarty, Davenport, Luscombe, & Burns, 2007). In a 
cross-sectional study of patients attending three practices in Dublin South inner- 
city, it was reported that 35% of the young people (15-25 years) who consulted 
at the clinic over the past 2 years had a psychosocial problem, and on average 
these young people consulted the practice a mean of 2.8 times per year 
(Connolly et al., 2009). General Practitioners play a key role in helping to 
identify mental ill-health among young people, in providing treatment and 
allowing access to other specialist mental health professionals. Closer links 
between GPs and specific mental health services would allow for early 
intervention in a range of psychiatric disorders.
Although a GP is required is to make a referral to psychological or psychiatric 
services, it is possible that a proportion of the (N=11) (6.5%) young people that 
attended these services, as reported at follow-up, were not referred by their GP 
and had received a direct referral based on their diagnosis at the Challenging 
Times original study. Twenty two of those interviewed in the Challenging Times 
original study were referred to the relevant child and adolescent psychiatric 
services for assessment and intervention. Using a weighted prevalence 
estimation, this corresponded to a referral rate of 6.88% for the total study 
population (Lynch, 2005). This may have skewed the type of treatment availed 
of by young people at follow-up.
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There was a significant association between treatment status and co-morbidity 
with those who had received life-time treatment, more likely to present with a 
single psychiatric disorder as opposed to multiple disorders at follow-up, thus 
emphasising the value of early intervention. Despite the evidence for effective 
treatment for mental health disorders (Weisz, Jensen-Doss, & Hawley, 2006), 
more than half of young people are failing to receive mental health care 
(Merikangas, et al., 2011). Given this statistic, it would be interesting to study in 
greater detail the various pathways to treatment for young people with mental 
health concerns.
7.4 Adverse Life Events as Factors Associated with Mental Health 
Outcomes
Aside from providing the prevalence rates of a number of psychiatric disorders 
in young people, this study has provided information on a wide range of adverse 
conditions that are associated with poor mental health outcomes. Hypothesis 5 
which stated that: A d ve rse  life events would be associated with poor mental 
health outcom es was accepted. The view that childhood exposure to adverse 
conditions is the root of many adulthood problems, has been long established in 
psychiatry and psychology (Lynch, 2005). Adverse conditions in the first few 
years of a child’s life have long lasting effects and are predictive of many adult 
psychiatric disorders (Freud, 1910), in particular mood and anxiety disorders 
(Green et al., 2010; Moreau & Zisook, 2002). Childhood adversities account for 
29.8% of all disorders across the 21 countries that participated in the World 
Health Organization (WHO) World Mental Health Initiative (Kessler et al., 2010).
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An interesting finding from this study was the fact that total mean stressful life 
event scores were significantly associated with mood disorders, anxiety and any 
SCID I disorder, however, stressful life events were not associated with 
substance use or alcohol disorder outcomes. There appears to be two distinct 
pathways to mood and anxiety disorders, and substance use disorders. Both 
clinical and epidemiological research studies have consistently reported that 
exposure to traumatic experiences in early life predisposes adults to mood and 
anxiety outcomes (Chapman et al., 2004; Dube et al., 2001; Gladstone et al., 
2004) .The association between stressful life events in childhood / adolescence 
with anxiety outcomes in young adulthood, may be partly explained by the high 
prevalence rate of anxiety disorders in the follow-up sample. The high 
prevalence rate in this sample and strong association between family 
psychiatric history and anxiety disorder outcomes, indicates the strong heritable 
component to anxiety disorders (Hettema, Neale, & Kendler, 2001). Given that 
anxiety disorders are the most prevalent psychiatric disorder in the sample, this 
pattern may be explained by a power issue, in that it was able to detect this 
statistically significant effect (Herman et al., 2009).
In line with previous research, stressful life events are strongly associated with 
mood disorders. There is a substantial evidence based literature linking both 
acute and chronic negative life events such as death or loss of a loved one / job 
to onset of depressive disorders. However, it is only acute stress that is 
associated with the clinical characteristics of depression such as severity of the 
depression and global functioning (Hammen, 2005; Monroe, 2008). Given that 
adolescence / young adulthood is a particularly challenging period with an 
increase in the number of stressors experienced (Larson & Ham, 1993), it is not
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surprising that specific life events in the current sample were strongly 
associated with poor mental health outcomes. Relationships (other and 
romantic), education, employment status, housing and financial stresses were 
all associated with mood disorders, whilst death and relationship (other) 
stresses were associated with anxiety disorders. Health anxieties although 
reported as the most frequent stressful life event was not associated with 
psychiatric disorders at follow-up.
Environmental risk factors such as stressful life events are not independent of
genetic risk factors. Young people who are genetically vulnerable to mood and /
or anxiety disorders are more likely to show symptoms on exposure to stressful
situations (Hammen, Brennan, Keenan-Miller, Hazel, & Najman, 2010). As
discussed previously, the association between stress and mental ill-health may
be explained by a dysregulated physiological stress response. The associations
between stressful life events and mental ill-health may also be explained
through heightened emotional reactivity combined with an elevated
physiological reaction, however the extent to which such reactivity mediates the
transition to mental ill-health is unknown. Emotional dysregulation has been
linked to internalizing disorders such as mood and anxiety disorders, however
little research has focused on youth (Me Laughlin & Hatzenbuehler, 2009). As
the definition of stressful life events remains varied often strong associations
are observed between the more severe life events and psychiatric illness as
evident from the strong associations between the stress related to death and
any SCID I disorder. A recent longitudinal study The Study of Adult
Development’, which followed (N=268) men over several decades, reported that
the onset of mood and anxiety disorders in adulthood was associated with
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elevated stress reactions due to adverse childhood environments. Emotional 
reactivity has been implicated as one factor on the pathway that links stress 
with the onset of mood and anxiety disorders in adulthood (Me Laughlin et al., 
2010).
The fact that stressful life events were not associated with substance use or 
alcohol disorders illustrates that young people do not appear to be self- 
medicating in order to cope with stress. The results of the current study do not 
support one of the recognized mechanisms by which stressful life events leads 
to substance and / or alcohol use i.e., self-medication. Previously it was thought 
that stress leads to increased substance and or alcohol use in an effort to 
reduce negative affect and increase positive affect which in itself becomes a re­
enforcing effect (Sinha, 2001). Current findings contribute to the mixed empirical 
support for this hypothesis (Chassin, Rogosch, & Barrera, 1991). Risk factors 
for substance use can be quite different to substance use disorders and it is 
necessary to differentiate between the two. There are different thresholds at 
which the accumulation of stressful life events is associated with specific 
disorders. Previous research from a community sample of adolescents, who 
were followed into young adulthood, has shown that whilst there are strong 
associations between stress and adolescent drinking patterns in terms of 
intensity and frequency, this association is weakened as individuals move into 
their late teens and early adulthood (Aseltine & Gore, 2000). Such findings 
contribute to the ongoing uncertainty regarding the associations between 
specific stressful life events and substance use and / or alcohol disorders (Me 
Mahon, Grant, Compas, Thurm, & Sydney, 2003).
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7.4.1 Parental Separation / Divorce and Mental Health Outcomes
In the current study, hypothesis 6 was accepted: poor family functioning a n d / o r  
parental separation /  divorce was significantly associated with m ood outcomes. 
Young people whose parents were separated or divorced were more likely to 
show new onset or persistence of a mood disorder. Lower family functioning 
scores were also associated with new onset or persistence of mood disorders, 
anxiety or any SCID I disorder at follow-up. These findings provide continued 
evidence for the important role of the family in a young person’s development 
(Amato & Keith, 1991 (b); Hetherington, 1989). Children from unstable family 
structures are likely to be more vulnerable to mental ill-health (Sun & Li, 2002). 
Poor parental care in childhood has been closely linked with adult onset 
depression (Parker, Hadzi-Pavlovic, Greenwald, & Weissman, 1993). Indeed, 
children of divorced / separated families have shown behavioural and emotional 
problems prior to the separation / divorce itself, which are often more closely 
associated with conflict pre-separation (Cherlin, Furstenberg, & Lansdale,
1991). Changes in marital status impact on parent-child relationships and can 
predict loneliness or emotional vulnerability in young people, especially those 
who lack good peer support (Wallerstein, 1991). The British Birth Cohort of 
1958, which studied the long term implications of divorce on adulthood, reported 
that adults whose parents had divorced were 40% more likely to show clinically 
significant symptoms of depression (Chase- Lansdale, Cherlin, & Kiernan,
1995). The developmental pathways involved in the associations between poor 
family functioning, separation and divorce with mental ill-health are complex. 
Adverse life events are thought to contribute to negative cognitions that 
increase vulnerability to depression in stressful situations. Future threatening
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life events may reactivate these negative cognitions leading to negative biases 
in processing information about the self and the world (Brown, Harris, & 
Hepworth, 1994).
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7.4.2 Peer Relationships and Mental Health Outcomes
Hypothesis 7 which stated that: positive p e e r relations would have a protective 
effect on m ental health outcom es was accepted. Young people who had 
reported peer relationship difficulties were more likely to show new onset or 
persistence of an anxiety disorder at follow-up. As adolescence is a period 
when young people develop a sense of self through peer interactions, it comes 
as no surprise that peer relationship difficulties are particularly salient at this 
point in time (Harper, Dickson, & Welsh, 2006). Negative peer experiences 
impact on one’s self-image, resulting in social and emotional difficulties (Deater 
- Deckard, 2001). Positive peer relationships provide many protective benefits 
to adolescents as they make their transition to adulthood (Lande, et al., 2007). 
Close relationships are strongly associated with emotional well-being. Social 
isolation can cause many young people to become more susceptible to anxiety 
and depressive disorders (Weinberg, 2001). Young people develop internalising 
disorders, partially due to maladaptive coping responses to relationship 
difficulties, which in turn impair social relationships and trigger negative 
cognitions and affective states (Sandstorm, Cillesson, & Eisenhower, 2003).
The Great Smokey Mountain Study (N=1,420) assessed the specificity of 
putative psychosocial risk factors for psychiatric disorders in children and 
adolescents, and identified peer relationship difficulties as one of several risk 
factors for anxiety disorders (GAD, OCD, SAD) in youth (Shanahan, Copeland, 
Costello, & Angold, 2008). The long-term effects of poor peer relationships were 
illustrated in the 1946 British Cohort Study, which reported the impact of family, 
economic and peer stressors in early adulthood on mental health in mid
2 2 0
adulthood at 53 years of age. Whilst family and economic conflicts resolved 
overtime, conflict in peer relationships contributed to mental ill-health in the 
longer timeframe (Hatch, Mishra, Hotopf, Jones, & Kuh, 2009).
The above Is based on the assumption that poor peer relationships precede the 
onset of anxiety disorders. However, due to lack of temporal information on the 
stressful life events experienced by the current sample of young people, one 
cannot conclude that poor peer relationships have caused the onset of anxiety 
disorders. It is possible that this group of young people reported high levels of 
anxiety disorders at baseline, and it is the anxiety itself that is impacting on the 
development of positive peer relationships. Young people’s anxiety problems 
decrease self-confidence and increase self-doubt making social situations all 
the more challenging (Joiner, 2000). Such evidence is consistent with the 
existence of a reciprocal-causality model of internalizing problems (Shahar, 
Blatt, Zuroff, Kuperminc, & Leadbeater, 2004).
Much of the current research on peer relationships focuses on children and 
adolescents, with little evidence on the role of peer relationships as adolescents 
make the transition to young adulthood (Chen et al., 2009). The association of 
poor peer relations with psychiatric disorders during this transition is extremely 
important. The acquisition of interpersonal skills and relationships through 
positive peer relationships is an essential component of adult development. 
Whether psychiatric disorders predate the onset of an anxiety disorder or the 
anxiety disorder predates dysfunctional peer relationships, late adolescence
and early adulthood are particular periods of high risk. Given that research on
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psychosocial risk factors for anxiety disorders in youth is sparse, with the 
exception of research on social phobias, our findings offer some promising 
paths for future research.
7 .4 .3  B in g e  D r in k in g  a n d  M e n t a l  H e a l t h  O u t c o m e s
Whilst drinking alcohol is an integral part of Irish society, its misuse is one of the 
leading causes of death, illness and injury. Binge drinking is responsible for 
31.5% of all deaths in young people between the ages of 18 and 29 years, and 
26.6% of disability adjusted life years in the same age range (Toumbourou et 
al., 2007). The acute effects of binge drinking are observed on our streets at 
weekends. The effect of binge drinking is also greatly impacting on our health 
services with an increase in hospital related admissions, alcohol related traffic 
accidents, suicides and alcohol related physical and sexual abuse (O Farrell,
2004). Current findings show that alcohol use at the Challenging Times original 
study was predictive of binge drinking at follow-up, however hypothesis 8 was 
refuted alcohol use at C T1  was not associated with alcohol use disorders at 
follow-up. The majority of young people met criteria for binge drinking (55%), 
however, only a minority of young people’s binge drinking habits developed into 
an alcohol disorder (7.7%). These findings illustrate that the early roots of 
adolescent and young adulthood alcohol use behaviours begin in childhood. 
This is in line with previous longitudinal studies which show that, in addition to 
genetic and environmental factors, the earlier the onset of drinking occurs, the 
higher the risk of progressing to alcohol disorders in adulthood (Agrawal et al., 
2009). Young people who drink regularly before the age of 15 years are four
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times more likely to develop an alcohol related disorder, compared to those 
young people who do not start regular drinking until they are 20 years of age 
(Grant & Dawson, 1997). Young people are at a heightened risk of intensive 
alcohol use in adolescence and early adulthood (18-24 years) (Barry, et al., 
2009), however and in general once they reach later adulthood, heavy drinking 
patterns subside (Baer, Kivlahan, Blume, Me Knight, & Marlatt, 2001; 
Toumbourou & Catalano, 2005). These results are not so surprising, given that 
the average age of a young person at follow-up was 21 years. Most young 
people’s alcohol use will not develop into alcohol abuse or dependence 
disorders (Jennison & Johnson, 2001). Growing research hopes to identify 
individual differences in the paths to developing alcohol disorders across the 
lifespan.
Previous research reported an association between educational achievement 
and increased alcohol use and problem drinking (Huerta & Borgonovi, 2010). 
College attendance is strongly associated with increased drinking in adulthood 
(Chen, Dufour, & Yi, 2005). Based on analyses of a subsample of students 
aged 19-25 years from the NESARC study the risk of developing an alcohol 
disorder was higher in the college attendees (N=2,188) in comparison with non­
college attendees (N=2,904). Whilst the prevalence rates of psychiatric 
disorders were similar to non-college attendees, the prevalence rates were 
more than two fold the prevalence found in the general adult population.
Fifty five percent of the current sample met criteria for binge drinking. This result 
is similar to a recent study of (N=181) undergraduate Irish students of a similar 
age (mean 18 years) who reported that (N=81) (44.8%) binged once weekly 
(Cahill & Byrne, 2010). All students who drank and participated in this survey 
reported at least one adverse consequence as a result of their drinking, for
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example, they missed college or work, they said or did something they regretted 
or they felt that their drinking had contributed to their academic 
underachievement. One in four male drinkers reported they had got involved in 
physical fights due to their alcohol consumption and 1 in 10 reported having 
unprotected sex. Sixty three percent reported suffering adverse consequences 
as a result of someone else’s drinking e.g., physical or sexual assault or being a 
passenger in a car with someone who was under the influence of alcohol. In line 
with most studies today that focus on young people’s alcohol use, these results 
are specific to a sub population of young people i.e., within college or university 
milieus, thus future research is necessary in a wider more heterogeneous 
sample (O Malley & Johnston, 2002).
Young people who binge drink are at an increased risk of a number of adverse 
consequences. In the United States (USA), 50% of all head injuries in 
adolescents are associated with alcohol consumption (Hicks, Morris, Bass, 
Holcomb, & Neblett, 1990). Following road traffic and other accidents and the 
consequences of violence, suicide is the third negative consequence associated 
with binge drinking. When associated with other co-morbid psychological 
disorders or stressful life events, young people who binge drink are at an 
increased risk of suicide and suicide attempts (Stolle, Sack, & Thomasius,
2009). Interventions that target early alcohol use are an important public health 
priority.
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Hypothesis 9 which stated that: A  history o f a n tiso c ia l behaviour would be  
associated  with poor m ental health outcom es was accepted. Anti-social 
behaviour was associated with the development or persistence of substance 
use, alcohol use and any SCID I disorder outcomes. In line with previous 
research, anti-social behaviour and substance use disorders have been shown 
to be highly co-morbid in both adolescent (Armstrong & Costello, 2002; 
Costello, Mustillo, Erkanli, Keeler, & Angold, 2003) and adult populations 
(Echeburua E, de Madina, & Aizpiri, 2007). Both anti-social behaviour and 
substance and alcohol use appear to be manifestations of a common 
externalizing behaviour factor with common underlying features (Krueger et al., 
2002). Substance use is thought to directly influence risk taking activity through 
disinhibition, or it may be indirectly mediated by aggressive peers and life 
stressors. Substance misuse may be used as a coping mechanism with anti­
social behaviour or, indeed, a third factor (i.e., common genetic predisposing or 
environmental factors leading to substance use, alcohol use and anti-social 
behaviour) may enhance the externalising behaviours (Mulvey et al., 2006).
There is a strong correlation between substance use and anti-social behaviour, 
however substance use is only thought to predict anti-social behaviour in 
adulthood when there has been early onset of substance use in childhood 
(Loeber, Stouthamer-Loeber, & White, 1999; Van Kammen, Loeber, & 
Stouthamer-Loeber, 1991). A lot of variation in the findings is due to variability 
in the temporal order and strength of the associations of psychiatric disorders 
and substance abuse (Costello, 2007). Due to lack of temporal information in
7.4.4 Anti-Social Behaviour and Mental Health Outcomes
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the current study, one cannot conclude that anti-social behaviour is predictive of 
substance use disorders. However, previous cross-sectional studies have 
shown that psychiatric disorders that co-occur with substance use disorders 
cause more functional impairment than either disorder alone (Clark, Power, Le 
Fauve, & Lopez, 2008). Establishing risk factors in adolescence and young 
adulthood for substance use disorders is particularly important, given its 
association with negative life outcomes but also due to the predictive value for 
substance use disorders in adulthood (Grant & Dawson, 1997; Odgers, Caspi, 
et al., 2008).
7.5 Strengths o f the Study
This study has several methodological advantages for the investigation of 
potential factors associated with young adult mental health outcomes. As a 
population based study, it is representative of a selected sample of young 
people in Ireland today, in comparison with clinical samples which often recruit 
young people with specific psychiatric disorders and may not be representative 
of the general population of similarly affected individuals in terms of 
demographics, social or clinical characteristics (Merikangas, et al., 2009). In 
addition to the Challenging Times original study being a landmark study in 
providing epidemiological information on prevalence rates of psychiatric 
disorders of young people in an Irish context, the longitudinal design of this 
study offers opportunities to explore factors associated with poor outcomes. It is 
the first Irish study to follow up a cohort of young people making the transition 
from adolescence into young adulthood-a particular time period where young
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people are at increased risk of developing mental health problems. The main 
difficulty with follow-up studies and a threat to their validity is low attrition rates 
(i.e., loss to follow-up). Given that the Challenging Times original study was not 
designed as a follow-up study and participants were not expected to be 
contacted again, the follow-up rate was surprisingly high (80%). As a 
consequence of the “Celtic Tiger” years, emigration levels were low at follow-up 
and little movement was observed among the communities in the North side of 
Dublin. More recently with the current economic situation and the young 
people’s age (19-23 years) a number of young people were still residing in their 
family homes. Prevalence rates of psychiatric disorders were obtained using a 
structured clinical interview which adheres strictly to the Diagnostic Statistical 
Manual IV (DSM-IV) criteria for diagnoses. In terms of assessing factors 
associated with poor mental health outcomes, we had the advantage of multi­
informants (parents) at both baseline and follow-up, who helped address recall 
bias for those young people who were perhaps too unwell to recall past 
stressful life events or who were experiencing symptoms of mental ill-health. 
The narrow age range of the participants (19-23 years) also helped minimize 
recall problems.
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7.6 Limitations of the Study
The main limitations of the study are the small sample sizes that were used 
when examining subgroups of young people that presented with a range of 
psychiatric disorders. To combat this, psychiatric disorders were grouped by 
disorder type e.g., mood disorders, anxiety disorders, which may have masked 
the effect of individual disorders such as specific anxiety disorders.
A second possible problem is that the follow-up sample were from urban 
environments on the North side of Dublin and thus the sample may be 
geographically as well as ethnically limited. It is important to consider how 
representative this sample may be of all Irish adolescents and young adults. 
These findings need to be replicated in other parts of the country.
A third consideration to take into account is the sample of young people who did 
not respond to the study (N=43). Although analyses of baseline results did not 
indicate differences in terms of psychopathology, it would be interesting to 
investigate if these non-responders may have newly developed a psychiatric 
disorder or, indeed, more severe psychopathology which impacted on us 
locating them. Sixty five percent of the non-responders were of low socio­
economic class. Previous research has indicated that respondents to 
community surveys tend to be of higher economic status (Purdie, Dunner,
Boyle, Cook, & Najman, 2002), however we did not find any baseline social 
class differences between responders and non-responders.
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A fourth factor to be considered is the narrow age range (19-23 years) of the 
participants. Although this is an age of increasing risk of mental health 
disorders, caution is necessary in generalizing our findings to other age groups, 
given the remaining years of high risk for onset of psychiatric disorders.
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7.7 Future Work
For the purpose of this research, the prevalence rates of psychiatric disorders 
that met DSM-IV criteria were reported. In light of the research on continuums 
of psychiatric disorders, future studies might explore subclinical symptoms of 
disorders in this community sample. In the Christchurch Health and 
Development Study in New Zealand, (N=1,006) young people who met criteria 
for subthreshold depression at 18 years were at a similar risk of developing a 
depressive disorder at age 25 years as those who met criteria for major 
depressive disorder at 18 years (Fergusson, Horwood, Ridder, & Beautrais,
2005). A New York community-based prospective longitudinal study of (N=755) 
young people reported significant associations between minor depressive 
episodes at a mean age 14 or 16 years and major depressive disorder at a 
mean age of 20 or 22 years (Jeffrey, Cohen, & Kasen, 2009). On this basis it 
could be argued that young people with subthreshold symptoms are an “at risk” 
population for the development of psychiatric disorders and should not be 
classified as asymptomatic (Angst & Merikangas, 1997; Gotlib, Lewinsohn, & 
Seeley, 1995; Johnson, Cohen, & Kasen, 2009). In light of the above the 
current psychiatric classification warrants further development (First et al., 2004; 
Kessler, Me Gonagle, & Zhao, 1994; Merikangas, et al., 2009).The categorical 
diagnostic system is not believed to provide a valid representation of emotional 
and behavioural problems in youth and it is thought that dimensional and 
categorical assessments of children would be of greater benefit (Achenbach, 
2005; Hudziak, Achenbach, Althoff, & Pine, 2007).
It would also be interesting to look at the effect of psychiatric illness on adult 
mental health outcomes, for example, the number of episodes of depression
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T h is  re s e a rc h  has throw n up m a n y  fin d in g s  th a t w a rra n t fu rth e r in vestigation .
and / or anxiety and their effects on functional impairment. Young people who 
meet criteria for a psychiatric disorder may not be so distressed that they 
cannot function in their daily lives. In a recent analysis of data from the National 
Co-morbidity Survey Replication Study-Adolescent Supplement (NCS-A), which 
interviewed (N=10,123) adolescents aged 13-18 years, anxiety disorders were 
the most prevalent disorder (31.9%). However, when symptom severity was 
accounted for, the prevalence rate decreased to (8.3%) (Merikangas et al.,
2010).
Whilst the Global Assessment of Functioning Scale (GAF) provided a measure 
of the young person’s overall functioning based on the clinicians subjective 
ratings, it did not provide an accurate measure of individual quality of life and 
subjective well-being, two factors greatly influenced by poor mental health 
outcomes (Ring, Hofer, Me Gee, Hickey, & O'Boyle, 2006). Coping strategies 
used in the wake of mental illness are thought to affect mental health outcomes 
and quality of life. A self-report measure of coping strategies employed by 
young people with mental ill-health would be a useful addition to the 
methodology in future follow-up studies. Interventions that target specific coping 
abilities associated with distress are thought to improve recovery rates following 
illness (Taylor, 1990).
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Another possibility for future research would be to identify the common service 
pathways to treatment for young people with mental health difficulties. Who is 
the first point of call for young people with mental ill-health? How long does it 
take young people to access treatment? What disorders are more likely to 
receive treatment? Results from the National Co-morbidity Survey Replication 
Adolescent Supplement (NCS-A) show that young people with anxiety and 
substance use disorders are less likely to receive treatment, compared to those 
who are externalising behaviours, which are more easily identified in schools 
and other public places (Merikangas, et al., 2011).
Given that this group of young people identified their GP as the least frequented 
source of help for mental health difficulties and that one young person who 
warranted a GP referral was reluctant to seek help, a useful future qualitative 
research study might use focus groups to explore help-seeking behaviour in 
young people with particular emphasis on young people’s perceptions of the 
role of the GP in youth mental health. At present, research on help-seeking 
behaviour in youth tends to focus on the descriptives of help-seeking behaviour 
i.e., reporting on the most/least frequented source of help. As there is no one 
unified help-seeking behaviour theory, additional research is needed to help us 
understand psychological factors in addition to structural factors associated with 
help-seeking behaviour. Research has consistently shown that men utilize 
formal help less often than females for a variety of health-related issues, often 
resulting in exacerbated symptoms (Addis & Mahalik, 2003). Research would 
benefit from looking at this help-seeking disparity. Such findings may then help 
highlight recommendations for developing interventions to facilitate help- 
seeking in young adults and more specifically among young males.
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Further research might investigate the temporal aspect of stressful life events, 
which would help in examining the relationship between stress and poor mental 
health outcomes. It is necessary to assess exposure to major stressful life 
events before onset of the first episode of mental illness, if hoping to draw 
causal explanations as opposed to making associations.
It is now clear that a number of factors are associated with poor mental health 
outcomes. A thorough understanding of how multiple risk factors interact over 
time to produce mental ill-health is necessary (Rutter, Kim-Cohen, & Maughan,
2006). Most mental health disorders involve the interaction of a complex mix of 
genetic and environmental factors (Rutter, 2003). Indeed, as is evident poor 
mental health can be associated with parental psychopathology and so it is 
necessary to take into account shared genetic vulnerability (Scheeringa, 2009). 
Given that the relationship between environmental and genetic factors is bi­
directional, future research may include a genetic component, which would 
require using larger sample sizes (Rao, 2008).
Finally in order to track the developmental trajectory to a poor mental health and 
in assessing the persistence of disorders throughout the adult life a follow-up in 
8 year's time of these participants who will be in their 30’s and beginning to 
enter the period of risk for physical illness as well as mental ill-health should be 
considered (Caspi, 2006).
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7.8 Clinical Implications
This research has implications for theory, research methods, clinical practice 
and early intervention. This study offers a unique contribution to the knowledge 
on youth mental health in Ireland and emphasises the need to systematically 
record patterns of mental ill-health. It offers an understanding of the prevalence 
rates and psychosocial factors associated with psychiatric disorders in young 
adulthood in an Irish context. Recording prevalence rates of psychiatric 
disorders is the first step in establishing mental health policies for this 
population. Prevention policy makers could benefit from the developmental 
perspective of this follow-up study, which takes into account the associations 
between childhood and adult psychopathology. Identifying factors associated 
with mental ill-health are the initial steps in examining the causes of psychiatric 
disorders. These findings illustrate the wide range of psychosocial factors 
associated with mental ill-health. As it is widely acknowledged that adolescence 
and young adulthood are particularly high risk periods for developing poor 
mental health, it emphasises the need for youth mental health intervention and 
prevention programmes that equip young people with the necessary coping 
skills to deal with life’s many challenges. It also provides very useful information 
for service providers for young people. Given that there was considerable 
variability in the types of services accessed by young people with mental ill- 
health, it may also shed light on what works best for engaging young people in 
mental health services.
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Mater Misericordiae University Hospital
Child and Adolescent Mental Health Service
Appendix 1: Initial Cover Letter
Mater Misericordiae University Hospital, North Circular Road, Dublin 7.
Tel.: 01-8094793, Fax: 01-8032081, email: cguidance@mater.ie
A
Dear (name). CHALLENGING
You may remember that 5 years ago you took part in a study called “Challenging Times", 
organised by doctors at the Mater Hospital. During an interview with you and a parent, 
we asked about your life experiences and the types of stresses that you had 
encountered during childhood and adolescence.
As a result of the Challenging Times project, we have developed a new mental health 
programme called "Working things out", which is now being used in secondary schools to 
help students deal with problems in their lives. We are very grateful for your 
participation in the study and you can be proud of the important role you played in 
developing this programme.
We would like to meet with you to find out how you are getting on now, and to learn about 
some of your experiences and changes in your life since we last spoke. We really hope 
that you will be interested in taking part in this study.
To show our gratitude for your time, we would like to give you a voucher for €100. We will 
also organise transport for you and cover expenses.
Please read the enclosed information leaflet, which will give you more detail about the 
study. Please feel free to contact us to ask any questions that you might have on the 
phone number below.
Tel: 01- 8093855 (ask for the Challenging Times Team)
Best wishes, the Challenging Times Team 
Professor Carol Fitzpatrick Professor Mary Cannon
Dr Fionnuala Lynch Dr Michelle Harley
Dearbhla Connor
C o v e r  le t t e r
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Appendix 2: Study Information Leaflet
What is the purpose of this study?
We wish to carry out a 
follow-up study to look at 
how all of the young people 
who participated in the 
Challenging Times study are doing now. 
We will be looking at the types of life 
stresses that young people encounter as 
they enter young adulthood and how 
they cope with these.
Why have I  been chosen?
You have been chosen because you 
participated in the first "Challenging 
Times" study.
Who is organising the study?
A research team at the Mater 
and Beaumont Hospitals, headed 
by Professor Carol Fitzpatrick, is 
organising this study.
What will happen to me i f  I  agree to 
take part?
Please read this information
leaflet carefully
We will ask you to participate in an 
interview very similar to the one which you 
completed during the 
last study. This ^
should take from 
about 2 to 4 hours to 
complete. We will 
accommodate you in terms of the timing 
and location of this interview, which could 
be carried out in your home, at the Mater 
Hospital, at Beaumont Hospital sr by 
phone, and during the evening or at a 
weekend if it does not suit you to attend 
during the working week. We will also ask 
your parents to complete a questionnaire 
about how you are getting on.
Will my expenses be met?
Yes, any travel or parking costs as a 
result of participating in this study 
will be covered. I f  you agree to 
participate, we would like to show our 
appreciation by giving you a gift 
voucher for 100 Euro.
What about Confidentiality?
All the information you give us will be 
treated as strictly confidential.
What will happen to the study 
results?
The general results of the study will 
be published in a professional journal 
and presented at professional 
conferences. No individual results will 
be published.
Do I  have to take part?
You are under no obligation to take 
part in this study. I f  you agree to 
participate, then if at any time you 
decide that you would prefer not to 
take part, you may withdraw from the 
study without giving a reason.
What happens next?
This letter will be followed up 
by a phone call from a member 
of the study team in the next 
couple of weeks to answer any 
questions you have about the study. 
Alternatively you can contact us at 
8093855 at a time that suits you.
What do I  do next i f  I  would like to 
participate?
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I f  you agree to participate in the study, 
we ask you to sign the enclosed consent 
form which you may return to us in the 
prepaid envelope provided, or bring along 
with you when you attend for interview. 
We may carry out further studies at 
some point in the future. I f  you do not 
agree to being contacted again in the 
future, please tick the corresponding box 
on the consent form.
Who has approved this study?
This study has been approved by the 
Mater Misericordiae University Hospital 
Research Ethics Committee.
Who should I  contact if I  have any 
questions about the study?
I f  at any point you have any further 
questions about the study please contact 
the Challenging Times team (Michelle or 
Dearbhla) at 8093855.
What's in it for me?
This valuable study will help improve our 
understanding of the causes of mental 
illness among young adults in Ireland. 
Also, if you are having difficulties coping 
with stress in your life, then we can 
organise for you to receive help if you
wish.
Thank you! for taking the time to 
read this leaflet. We look forward to 
hearing from you and hope that you will 
choose to take part in this important 
research.
CHALLENGING
T I M E S  s r a w s  e*
V e rs io n  5  J u n e  2 0 0 8
Mater Misericordiae 
University Hospital
Appendix 3: Consent Form
Mater Misericordiae University Hospital
Child and Adolescent Mental Health Service
Mater Misericordiae University Hospital, North C ircular Road, Dublin 7.
Tel.: 01-8094793, Fax: 01-8032081, email: cguidance@mater.ie
CHALLENGING
TIM ES •
Coping with life stress in young adulthood 
Consent Form
I ......................................................................(young person's name in full)
confirm that I  have read and understood the enclosed information leaflet which 
describes the study.
I  understand that the personal information gathered in this study will be treated as 
strictly confidential. I  understand that my participation is voluntary and that I  may 
choose not to participate in this study, or may choose to withdraw from the study at 
any time after I  have given my consent to participate, without having to give a reason.
Please tick boxes below 
I  agree to participate in the above study.......................................  I
I  agree to my parents completing a questionnaire about how
they feel I  am doing....................................................................  |
Signed:....................................................(Young person's signature)
Date:............................................................................................
Telephone number:..........................................................................
We may contact you in the future about further studies.
If  you would prefer not to be contacted again please tick the box below:
I  do not wish to be contacted in the future
Version 2 July 2007
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Due to size of instrument I have not attached a copy of SCID I
Appendix 4: Structured Clinical Interview for DSM IV Disorders (SCID I)
239
Appendix 5: Structured Interview fo r  Prodromal Syndrom es (SIPS Screener)
5522O01B45 PRIME—PC Screen
□ale: J j | / | j ] /  [  ■ j A G E ;! j ]  G ender: M F
P lease  read the attached Inform ation sheet before com pleting this a.uestlonnalre.
The following screen a sks  about your personal experiences, It asks about your sensory, psychological, 
emotional, and social experiences. Som e of these questions may seem  to relate directly to your experiences 
and others may not.
B a se d  on your experiences w ith in  the p ast year, p lease Indicate how m uch you agree or disagree with the 
fo llo w ing statements.
P lease  read each question ca re fu lly  and c irc le  the answ er that best d e scrib e s  your experience.
P le a s e  a n sw e r a ll q u e s tio n s . W ith in  the p a st ye ar:
0 1 2 3 4 5 6
definitely so m ew h at s lig h t ly  not sure s lig h tly  som ew hat definitely 
disagree d isa g re e  d isagre e  agree agree agree
W ith in  the Dast ve ar:
1 . I think that I have felt that there are odd or 
unusual things going on that I can't explain.
Qefinitol
disagre
0
/  Somawfia 
disagree
1
ilSSohtiy
disagrc
2
Not iiur< 
3
Slight!)
agree
4
Somowhc
agree
5
1 Defmileiy 
agree
6
2, I think that I might be able to predict the future. 0 1 2 3 4 5 6
3 . I m ay have felt that there could p o ssib ly  be 
som ething Interrupting or controlling m y thoughts, 
fee lin gs, or actions.
0 1 2 3 4 5 6
4 . I have had the experience of doing something 
differently b ecause of my superstitions. 0 1 2
3 4 5 6
5. 1 think that 1 may get confused at tim es whether 
som ething 1 experience or perceive m ay be real or 
m a y  be Just pari of my Imagination or dream s.
0 1 2 3 4 5 6
6 . 1 have  thought that It might be p ossib le  that 
other people can  read m y mind, or that 1 can  read 
other's minds 0 1 2 3 4 5 6
7 . 1 wonder If people m ay be planning to hurt me 
o r  even m ay be about to hurt me. 0 1 2 3 4 5 6
a . 1 believe that 1 have special natural or 
supernatural gifts beyond my talents and natural 
strengths.
0 1 2 3 4 5 6
3. 1 think 1 might feel like my mind Is "playing 
ricks" on me. 0 1 2 3 4 5 6
10. 1 have had the experience o f heBring faint or 
:le s r  sounds of people or a  person mum bling or 
alking when thero is no one near me.
0 1 2 3 4 5 6
1. I think that I m ay hear my own thoughts being 
aid out loud. 0 1 2 3 4 '5 6
2. I have been concerned that I m ight be "going 
crazy".
0 1 2 3 4 5 6
__ Version A July 2004 HIC 26595 J
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Appendix 6: Adult Self- Report (ASR)
p r i n t  y o u r  a n s w e r s . A d u l t  S e l f - R e p o r t  f o r  A g e s  18-59
F irs t M id d le L a s t
G E N D E R Y O U R E T H N IC
A G E G R O U P
le  I_I Fem ale O R  R A C E
For office use only 
ID#
V S  DATE
D a t e Yr.
Y O U R  B IR T H D A T E
M o. _ D ate Yr.
e fill out this form to reflect your views, even if other 
e might not agree. You need not spend a lot of time on 
em. Feel free to print additional comments. Be sure to 
er all items.
Y O U R  U S U A L  T Y P E  O F  W O R K , even  i f  n o t w o rk in g  n ow . Please he 
specific— for exam ple, auto  m echanic; high school teacher; homem aker; 
laborer; la the operator; sho e  sa lesm an; arm y sergeant; student (indicate 
w hat you a re  studying & w h a t degree you expect).
Your S pouse or partner’s
w ork _____________________________  w o rk ____________________________
P L E A S E  C H E C K Y O U R  H IG H E S T  E D U C A T IO N
HD 1. N o  h igh  s c h o o l d ip lo m a  a n d  n o  G E D
□  2 . General Equivalency Diploma (GED)
CD 3. High school graduate
CD 4 . Som e college but no college degree
CD 5 . Associate's Degree
CH 6. Bachelor's or RN Degree
□  7  . S o m e  g rad u ate  sch o o l
but no g ra d u a te  d egre e
□  s. Master’s Degree
CD 9 . D o cto ra l o r  L a w  D e g re e  
CD O th e r e d u ca tio n  (sp ecify ):
JIENDS:
iout h ow  m a n y  c lose  fr ie n d s  do  y o u  h ave?  (D o  n o t inc lu de  fam ily  m e m b e rs .)
□  None CD 1 □  2 o r 3  CD 4 or more
out how  m any times a  m onth do you have contact with an y  of your close friends?
CD Less than 1 C D l o r 2  CD3or4
>w w ell do you
□■¡Not-as well as I’d like CD Average. ‘CD Above average; CD Far above average
»out how mafey (times a month do .amY'frien&i^br fk'miiy visifrwou? V ;l
e-m ail.)
Married but separated from spouse 
Divorced
Other—please describe:____________
iPOUSE
is your n
□
n
been married 
I I Married, living with spouse
□  Widowed
y  time in the past 6 months, did you live with your spouse or with a partner?
No—please skip to page 2.
Yes— Circle 0, 1, o r 2 beside items A-H to describe your relationship during the past 6 months:
0  —  NotTrue 1 = Somewhat or Sometimes True 2 = Very True or Often True
1 2 A. I g e t  a lo n g  w ell w ith  m y s p o u s e  o r p a r tn e r 0 1 2 E. M y  s p o u s e  o r  p a r tn e r  a n d  I disagree  abo u t
living a rra n g e m e n ts , such  a s  w h e re  w e live
1 2 B. M y  s p o u s e  o r p a r tn e r an d  I h ave troub le
sharing  responsib ilities 0 1 2 F. I h ave  tro u b le  w ith  m y s p o u s e  o r partner's  fam ily
1 2 C. I fee l sa tis fied  w ith  m y s p o u s e  o r p a rtn e r 0 1 2 G . I like m y  s p o u s e  o r p a rtn e r's  friends
1 2 D. M y spouse or partner and I enjoy sim ilar activities 0 1 2 H. M y  s p o u s e  o r  p artn er's  b eh a v io r annoys m e
Please be sure  you  have answered all items. 
right 2003 T. Achenbach Then see  other side.
iA, University of Vermont, 1 South Prospect St., Burlington, VT 05401-3456 
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P age 1
III. FAMILY:
Compared with others, how well do you: Worse than Average
Variable or 
Average
Better than 
Average
No
Contact
A. Get along with your brothers? □  1 have no brothers □ □ □ □
B. Get along with your sisters? □  1 have no sisters □ □ □ □
C. Get along with your mother? C3 Mother is deceased □ □ □ □
D. Get along with your father? □  Father is deceased □ □ □ □
E. Get along with your biological 
or adopted children?
1. Oldest child
□  1 have no children 
D  Not applicable □ □ □ □
2.2nd oldest child □  Not applicable □ □ □ □
3. 3rd oldest child □  Not applicable □ □ □ □
4, Other children □  Not applicable □ □ □ □
F. Get along with your stepchildren? □  1 have no stepchildren □ □ □ □
IV. JO B : At any time in the past 6 months, did you have any paid jobs (including self-employment and military service)? 
D No— please skip to Section V.
□  Yes—please describe your job(s):______________________________________ ________________________
Circle 0,1, or 2 beside items A-l to describe your work experience during the past 6 months:
0 = Not True 1 = Somewhat or Sometimes True 2 = Very True or Often True
0 1 2 A. I work well with others 0 1 2 E  I do things that may cause me to lose my job
0 1 2 B. I have trouble getting along with bosses 0 ■1 2 G. I stay away from my job even when I’m not
0 1 2 C. I do my work well sick or not on vacation
0 1 2 D. I have.trouble finishing my work 0 1 2 H. My job is too stressful for me
0 1 2 E. l am satisfied with my work situation 0 1 2 I. I worry too much about work
V. EDUCATION: At any time in the past6 months, did you attend school, college, or any other educational or training program?
□  No— please skip to Section VI.
□  Yes—what kind of school or program?______________________________________________________________ _
What degree or diploma are you seeking?______________________________ Major?_____________
When do you expect to receive your degree or diploma?_________________________________
Circle 0, 1, or 2 beside items A-E to describe your educational experience during the past 6 months:
0 = Not True 1 = Somewhat or Sometimes True 2 = Very True or Often True
0 1 2 A. I get along well with other students 0 1 2  □. I am satisfied with my educational situation
0 1 2 B. I achieve what I am capable of 0 1 2  E. I do things that may cause me to fail
0 1 2 C. I have trouble finishing assignments
VI. Do you have any illness, disability, or handicap? □  No □  Yes—please describe:
VII. Please describe your concerns or worries about family, work, education, or other things: □  No concerns
VIII. Please describe the best things about yourself:
Page 2 Please be sure you have answered all Items.
VIII. Below is a list of items that describe people, t-or eacn item, piease circle u, i, or t  ro aescnoe yourseir over 
the past 6 months. Please answer all items as well as you can, even if some do not seem to apply to you.
0 = NotTrue 1 = Somewhat or Sometimes True 2 = Very True or Often True
0 1 2 1. I am too forgetful 0 1 2 37. I get in many fights
0 1 2 2. I make good use of my opportunities 0 1 2 38. My relations with neighbors are poor
0 1 2 3. I argue a lot 0 1 2 39. I hang around people who get in trouble
0 1 2 4. I work up to my ability 0 1 2 40. I hear sounds or voices that other people think
0 1 2 5. I blame others for my problems aren't there (describe):
0 1 2 6. I use drugs (other than alcohol and nicotine)
for nonmedical purposes (describe): 0
0
1
1
2
2
41.
42.
I am Impulsive or act without thinking 
I would rather be alone than with others
0 1 2 7. I brag 0 1 2 43. I lie or cheat
0 1 2 8. I have trouble concentrating or paying attention 0 1 2 44. I feel overwhelmed by my responsibilities
for long 0 1 2 45. I am nervous or tense
0 1 2 9. I can't get my mind off certain thoughts 0 1 2 46. Parts of my-body twitch or make nervous
(describe): movements (describe]:
0 1 2 10. I have trouble sitting still 0 1 2 47Í I lack self-confidence
0 1 2 11. I am too dependent on others 0 1 2 48. -I am not iiked by others
0 1 2 12. I feel lonely 0 1 2 49, I can do certain things better than other people
0 1 2 13. ■I feel confused or in a fog 0 1 .2 50. I .am too fearful or anxious
0 1 2 14. -I cry a lot 0 1 .2 51: | feel dizzy or lightheaded
0 1 2 15. I am:pretty honest 0 1 2 52. I feel too guilty
0 1 2 16. i am'mean to others 0 1 2 53. I have trouble planning for the future
0 1 2 17. I daydream a lot 0 1 2 54. I feel tired without good reason
0 1 2 18. I deliberately try to hurt or kill myself 0 1 2 55. My moods swing between elation and
0 1 2 19. I try to get a lot of attention depression
0 1 2 20. I damage or destroy my things 56. Physical problems without known medical
0 1 2 21. I damage or destroy things belonging to others cause:
0 1 2 22. I worry about my future 0 1
1
1
2 a.
L.
Aches or pains {not stomach or headaches)
0 1 2 23. I break rules at work or elsewhere
0
0
2
2
b.
c.
Headaches 
Nausea, feel sick
0 1 2 24. I don't eat as well as I should 0 1 2 d. Problems with eyes (not if corrected by
0 1 2 25. I don't get along with other people glasses) (described:
0 1 2 26. I don’t feel guilty after doing something I
shouldn't 0 1 2 e. Rashes or other skin problems
0 1 2 27. I am jealous of others 0 1 2 f. Stomachaches
0 1 2 28. I get along badly with my family 0 1 2 g- Vomiting, throwing up
0 1 2 h. Heart pounding or racing
0 1 2 29. I am afraid of certain animals, situations, or 0 1 2 i. Numbness or tingling in body parts
places (describe):
0 1 2 57. I physically attack people
1
0 1 2 58.1 oick mv skin or other parts of mv bodv
0 2 30. My relations with the opposite sex are poor
(describe):
0 1 2 31. I am afraid I might think or do something bad
0 1 2 32. I feel that I have to be perfect
0 1 2 59. I fail to finish things I should do
0 1 2 33. I feel that no one loves me 0 1 2 60. There is verv little that I eniov
0 1 2 34. I feel that others are out to get me
1
0 1 2 61. My work performance is poor
0 2 35. I feel worthless or inferior 0 1 2 62. I am poorly coordinated or clumsy
0 1 2 36. I accidentally get hurt a lot
Page 3 Please be sure you have answered all items.
Then see other side.
Please print your answers. Be sure to answer all items.
0 = Not True 1 = Somewhat or Sometimes True 2 = Very True or Often True
0 1 2 63. I would rather be with older people than
with people of my own age
0 1 2 64. I have trouble setting priorities
0 1 2 65. I refuse to talk
0 1 2 66. I repeat certain acts over and over
(describe):
0 1 2 67. I have trouble making or keeping friends
0 1 2 68. I scream or yell a lot
0 1 2 69. I am secretive or keep things to myself
0 1 2 70. I see things that other people think
aren't there (describe):
0 1 2 71. I am self-conscious or easily
embarrassed
0 1 2 72. I worry about my family
0 1 2 73. I meet my responsibilities to my family
0 1 2 74. I show off or clown
0 1 2 75. I arrrtoo shy or timid
0 1 2 76. :My behavior is irresponsible
0 1 2 77. I sleep more .than most other people
during day and/or night (describe):
0 1 2 7B. I have trouble making decisions
0 1 2 79. I have a speech problem (describe):
0 1 2 80. I stand up for my rights
0 1 2 81. My behavior is very changeable
0 1 2 82. I steal
0 1 2 83. I am easily bored
0 1 2 84. I do things that other people think are
strange (describe):
0 1 2 85. I have thoughts that other people would
think are stranqe (describe):
0 1 2 86. I am stubborn, sullen, or irritable
0 1 2 87. My moods or feelings change suddenly
0 1 2 88. I enjoy being with people
0 1 2 89. I rush into things without considering
the risks
0 1 2 90. I drink too much alcohol or get drunk
0 1 2 91. I think about killing myself
0 1 2 92. I do things that may cause me trouble
with the law (describe):
0 1 2 93. I talk too much
0 1 2 94. I tease others a lot
0 1 2 95. I have a hot temper
0 1 2 96. I think about sex too much
0 1 2 97. I threaten to hurt people
0 1 2 98. I like to help others
0 1 2 99. I dislike staying in one place for very long
0 1 2 100. I have trouble sleeping (describe):
0 1 2 101-. I stay away from my job even when I'm not
sick and not on vacation
0 1 2 102. I don't have much energy
0 1 2 103. I am unhappy, sad, or depressed
0 1 2 104. I am louder than others
0 1 2 105. People think I :am disorganized
0 1 2 106. ,l try to .be fair .to others
0 1 2 107. 'I feel that.l can't succeed
0 1 2 108. .1 tend to lose things
0 1 2 109. 1 like to try new things
0 1 2 110. ■1 wish 1 were of the opposite sex
0 1 2 111. :l keep from getting involved with others
0 1 2 112. 1 worry a lot
0 1 2 113. 1 worry about my relations with the opposite 
sex
0 1 2 114. 1 fail to pay my debts or meet other 
financial responsibilities
0 1 2 115. 1 feel restless or fidgety
0 1 2 116. 1 get upset too easily
0 1 2 117. 1 have trouble managing money or credit 
cards
0 1 2 118. 1 am too impatient
0 1 2 119. 1 am not good at details
0 1 2 120. 1 drive too fast
0 1 2 121. 1 tend to be late for appointments
0 1 2 122. 1 have trouble keeping a job
0 1 2 123. 1 am a happy person
124. In the past 6 months, about how many times per
day did you use tobacco (including smokeless 
tobacco)?_________ times per day.
125. In the past 6 months, on how many days were
you drunk?_________ days.
126. In the past 6 months, on how many days did you
use drugs for nonmedical purposes (including 
marijuana, cocaine, and other drugs, except 
alcohol and nicotine)?__________days.
Page 4 Please be sure you have answered all Items.
Appendix 7: Adult Behaviour Checklist (ABCL)
P lease p r in t y o u r  answers. A d u lt  B e h a v io r C h e c k lis t f o r  A ge s 18-59
0
ADULT'S First Middle Last
FULL
NAME
For office use only 
ID#
ADULTS GENDER ADULTS ETHNIC
D  Male O  Female
AGE GROUP
OR RACE
TODAY’S DATE 
Mo______ Date______Yr..
ADULTS BIRTHDATE 
Mo______ Date---------- Yr.-
IPLEASE CHECK ADULT'S HIGHEST EDUCATION
! □  1. No high school diploma and no GED O  7. Some graduate school 
□  2. General Equivalency Diploma (GED) but no graduate degree 
P  3. High school graduate D 0- Master’s Degree
L r'4 . Some college but no college degree O  9- Doctoral or Law Degree 
!D  5. Associate’s Degree □  Other education (specify);
O  6. Bachelor's or RN Oegree
ADULT'S USUAL TYPE OF WORK, ovon If not working now. 
Ploase bo specific— for example, auto mochenic; high school 
teacher homemaker, laborer; lathe Ofieratnr; shoe £«!ei,man; army 
sergeanti studon! (¡rtdicakj'what h&^ shf? studying & whal degree 
is expected).
Adult's Spouse or partner's
work f._________   work  ___________ - ___
THIS FORM FILLED OUT BY (print your full name):
Your relationship to adult:
□  Spouse □  Partner □  Other (specify):-----------------------
P le ase  flit out this form to reflect you rv iew s, even if other 
people might not agree. You need not spend a lot of time 
on any item. Feel free to print additional comments. Be  
su re  to  a nsw e r a ll Item s.
I FRIENDS:
A. About how many close friends does he/she have? (Do not include family members.)
□  None □  1 □  2 or 3 □  4 or more
B. About how many limes a month does he/she have contact wflh any close friends? (Include in-person contacts, phone, letters, e-mail.)
□  Le ssthan l O l o r 2  D 3 o r 4  D S o rm o re
C. How well does he/she get along with close friends?
□  Not well □  Average □  Above average □  Far above average
D. About how many times a month do any friends or family visit him/her?
□  Less than 1 □  1 or 2 □  3 or 4 □  5 or more
M , SPOUSE OR PARTNER:
Whal is his/her marital status? □  Never been married □  Married but separated from spouse
□  Married, living with spouse □  Divorced
□  Widowed □  Other— please describe: ________
A t any time in the past 6 months, did he/she live with a spouse or partner?
□  No— please sklpto page 2.
□  Yes— Circle 0,1. or 2  beside items A-H to describe his/her relationship during  the p as t 6 m onths:
0 a NotTrue (as far as you know) 1 = Somewhat or Som e timos True 2 = Very True or Often True
0 1 2 A. Gets along well with spouseor partner 0 1 2 E. Disagrees with spouse or partner aboul living
0 1 2 B. Has trouble sharing responsibilities with
arrangements, such as where .to live
spouse or partner 0 1 2 F. Has trouble with spouse or partner’s family
0 1 2 C. Seem s satisfied with spouse or partner 0 1 2 G. Likes spouse or partner's friends
0 1 2 D. Enjoys similar activities as spouse or partner 0 1 2 H. Is annoyed by spouse or partner's behavior
i Copyright 2003 T, Ache nbach 
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P lo a so  p rin t y o u r a n sw ers. B e  s u re  to answer all Item s.
III. Does he/sho have any Illness, disability, or handicap? □  No □  Vos—please describe:
IV. Please describe any concerns you have about him/her: □  No concerns
V. Please describe the best Ihings about him/her:
Please print your answers. Be sure to answer alt items.
VI. Below is a list of Items that describe people. A s you read each Item, please decide whether it has been true of the adult 
over the past 6 months. Then circle 0, f, or 2 to describe the adult. Please answer all Items as well as you can, even if some 
do not seem to apply to the adult.
0 = Not True (as far as you know) 1 = Somewha t or Som etim es True 2 = Very True or Often True
0 1 2 1. Is too forgetful 0 1 2 37. Gets in many fights
0 1 2 2. Makes good use of his/her opportunities 0 1 2 38. His/her relations with neighbors are poor
0 1 2 3. Argues a lot 0 1 2 39. Hangs around people who get in trouble
0 1 2 4. Works up to ability 0 1 2 40. Hears sounds or voices that aren't there
0 1 2 5. Blames others for own problems (describe):
0 1 2 6. Uses drugs (otherthan alcohol or nicotine)
for nonmedical purposes (describe): 0 1 2 41. Impulsive or acts without thinking
0 1 2 42. Would rather be alone than with others
0 1 2 7. Bragging, boasting 0 1 2 43. Lying or cheating
a 1 2 8. Can't concentrate, can't pay attention for long 0 1 2 44. Feels overwhelmed by responsibilities
0 1 2 9. Can't get mind off cerlaln thoughts; 0 1 2 45. Nervous, highstrung, or tense
ohsHssinns (describe): 0 1 2 46. Nervous movements or twitching (describe):
0 1 2 10. Can't sit still, restless, or hyperactive 0 1 2 47. Lacks self-confidence
0 1 2 11. Too dependent on others 0 1 2 48. Not liked by others
0 1 2 12. Complains of loneliness 0 1 2 49. Can do certain things betterthan other
0 1 2 13. Confused or seem s to be in a fog people
0 1 2 14. Cries a lot 0 1 2 50. Too fearful or anxious
0 1 2 15. Is pretty honest 0 1 2 51. Feels dizzy or lightheaded
0 1 2 16. Cruelty, bullying, or meanness to others 0 1 2 52. Feels too guilty
0 1 2 17. Daydreams or gets lost in his/her thoughts 0 1 2 53. Has trouble planning for the future
0 1 2 18. Deliberately harms self or attempts suicide 0 1 2 54. Feels tired without good reason
0 1 2 19. Demands a lot of attention 0 1 2 55. Moods swing between elation and
o 1 2 20. Damages or destroys his/her own things depression
0 1 2 21. Damages or destroys things belonging 56, Physical problems without known medical
to others cause:
0 1 2 22. Worries about his/her future 0 1 2 a. Aches or pains (notstomach or headaches)
0 1 2 23. Breaks rules at work or elsewhere 0 1 2 b. Headaches
0 1 2 24. Doesn’t eat well 0 1 2 c. Nausea, feels sick
0 1 2 25. Doesn't get along with other people 0 1 2 tt. Problems with eyes (not if corrected by
0 1 2 26. Doesn't seem to feel guilty after misbehaving classes) fdescribe):
0 1 2 27. Easily jealous
0 1 2 28. Gets along badly with family 0 1 2 e. Rashes or other skin problems
0 1 2 29. Fears certain animals, situations, or 0 1 2 f. Stomachaches
places fdescribe): 0 1 2 g. Vomiting, throwing up
0 1 2 57. Physically attacks people
0 1 2 30. Poor relations with opposite sex 0 1 2 58. Picks skin or other parls of his/her body
0 1 2 31. Fears he/she might think or do something bad (describe):
0 1 2 32. Feels he/she has to be perfect
0 1 2 33. Feels or complains that no one loves him/her 0 1 2 59. Fails to finish things he/she should do
0 1 2 34. Feels others are out to get him/her 0 1 2 60. There is very little that he/she enjoys
0 1 2 35. Feels worthless or Inferior 0 1 2 61. Poor work performance
0 1 2 36. Gets hurt a lot, accident-prone 0 1 2 62. Poorly coordinated or clumsy
Page 3 Please be su re  you have answered all Items,
Then see other side.
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P le a s e  p r in t  y o u r  a n s w e rs . B e  s u r e  to a n s w e r  a ll ite m s .
0 =  Not True (as far a s  you know) 1 =  Som ew hat or Som etim es True 2 = Very True or Often True
0 1 2 63. Would rather be with older people than with
people of own age 
0 1 2 64. Has trouble setting priorities
0 1 2 65. Refuses to talk
0 1 2 66. Repeats certain acts over and over;
compulsions (describe);__________
0 1 2 67. Has trouble making or keeping friends
0 1 2 68. Scream s or yells a lot
0 1 2 69. Secretive, keeps things to self
0 1 2 70. Se e s things that aren’t there (describe):
Q 1 2 71. Self-conscious or easily embarrassed
0 1 2 72. Worries about his/her family
0 1 2 73. Meets responsibilities to his/her family
0 1 2 74. Showing off or clowning
0 1 2 75. Too shy or timid
0 1 2 76. Irresponsible behavior
0 1 2 77. Sleeps more than most other people during
day and/or night (describe): ____________
0 1 2 78. Has trouble making decisions
0 1 2 79. Speech problem (describe):_____________
0 1 2 80. Stares blankly
0 1 2  81. Very changeable behavior 
0 1 2 82. Steals
0 1 2 83. Is easily bored
0 1 2 84. Strange behavior (describe):_____________
0 1 2 85. Strange Ideas (describe):_______________
0 1 2 86. Stubborn, sullen, or Irritable
0 1 2 87. Sudden changes in mood or feelings
0 1 2 88. Enjoys being with people
0 1 2 89. Rushes into things without considering the 
risks
0 1 2 90. Drinks too much alcohol or gets drunk 
0 1 2 91, Talks about killing self
0 1 2 92. Does things that may cause trouble with the
law (describe): _ _ _ _ _ _ _ _______ „
0 1 2 93. Talks too much
0 1 2 94. Teases a lot
0 1 2 95. Temper tantrums or hot temper
O' 1 2 96. Passive or lacks initiative
0 1 2 97. Threatens to hurt people
0 1 2 98, Likes to help others
0 1 2 99. Dislikes staying in one place for very long
0 1 2 100. Has trouble sleeping
0 1 2  101. Stays away from job even when not sick and
not on vacation 
0 1 2 102. Underactiva, slow moving, or lacks energy 
0 .1  2 103. Unhappy, sad, or depressed 
0 1 2  104. Is unusually loud
0 1 2 105. Is disorganized 
0 1 2  106. Tries to be fair to others
0 1 2  107. Feels he/she can't succeed 
0 1 2  108. Tends to lose things
0 1 2  109. Likes to try new things 
0 1 2 110. Makes good decisions 
0 1 2  111. Withdrawn, doesn't get involved with others 
0 1 2 112. Worries
0 1 2 113. Su lks a lot
0 1 2  114. Fails to pay his/her debts or meet other
financial responsibilities
0 1 2  115. Is restless or fidgety 
0 1 2  116. Gets upset too easily
0 1 2  117. Has trouble managing money or credit cards
0 1 2 118. Is too impatient
0 1 2  119. He/she is  not good at details
0 1 2  120. Drives too fast
0 1 2  121. Tends to be late for appointments
0 1 2 122. Has trouble keeping a job
0 1 2 123. He/she is a  happy person
124. In  th e  p a s t  6 m o n th s , about how many times per day
did he/she use tobacco (including smokeless 
tobacco)? _ _ _______ times per day.
125. In  th e  p a s t  6 m o n th s , on how many days
was he/she drunk?__________ days.
126. In  th e p a s t  6  m o n th s , on how many days did he/she
use drugs for nonmedical purposes (including 
marijuana, cocaine, and other drugs, except alcohol 
and nicotine)?_________days.
Page 4 Please b e  s u re  y o u  have answ ered  all Items.
Participant Initials:
Study Id. No:
Date of I/V :
Assessor's Initials: CHALLENGING
TIMES
Stressful Life Events Schedule -  Adolescent -  V e rs io n  3 .0 2
This questionnaire asks about d ifficu lt or stressful experiences many adolescents and young 
adults experience.
Please read each question carefully and tick the box if  you have experienced the event. 
Sometimes remembering d ifficu lt times can be upsetting. The person interviewing you will be 
there to support you and discuss this questionnaire with you.
Appendix 8: Stressful Life Events Screen
EDUCATION Yes No
E - l Have you been attending school?
E-2 Did you drop out of school?
I f  so. When? /  /
E-3 Did you change schools/colleges?
E-4 Were you rejected or denied admission to a school/college?
E-5 Have you had any difficulties with your performance at 
school, such as failing finals, classes, or grades and/or 
receiving reports or letters about your poor performance?
E-6 Have you failed or done poorly on any major exams such as 
the Leaving Cert, or any other standardized test?
E-7 Did you attempt to join any sport teams, clubs, or 
organizations and fail to be accepted?
E-8 Have you had any fights, arguments, or major 
confrontations with any teachers, and/or school 
administrators?
E-9 Have you had any conflicts with any classmates and/or 
neighbors, such as being bullied at school and/or in your 
neighborhood?
Yes No
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W - l
WORK
Have you had a job?
W -2 Have you had any problems getting along with anyone at 
work such as a boss and/or co-worker?
W -3 Have you received any warnings and/or discipline fo r your 
performance at work?
W -4 Were you fired or dismissed from a job?
W -5 Have you been sexually harassed at your workplace?
W -6 Have you had to go to court or te s tify  in court concerning 
your work /job?
W -7 Has your job, because o f the time commitments, had an 
impact on other aspects o f your life  such as school, your 
home life, and/or your social life?
W -8 Did you apply fo r a job and not get hired?
W -9 Have either of your parents had problems at work such as 
being demoted or had trouble with the boss and /o r co­
workers?
W -10 Have there been any changes in your parent(s) job(s), 
such that your parent(s) is/are away from home more 
often or at home more often?
W - l l Was a parent fired, dismissed, or la id-off from his/her 
job?
W -12 Has a parent been unemployed?
M - l MONEY
Has your family had any financial crises (e.g. major 
reductions in family income, increased debts, or 
unexpected financial responsibilities)?
H - l HOUSING
Have there been any problems with your housing situation 
(e.g. overcrowding, inability to pay rent/mortgage /  bills, 
no privacy, need fo r major repairs, bad plumbing, etc.)?
H -2 Have you changed residences?
H-3 Did your family have any problems with selling or buying a 
house, apartment or townhouse?
250
Yes No
H -4 Was your home damaged by a fire , flood, storm, or other 
event?
H -5 Are there any problems with safety in your neighborhood 
(e.g. violence, crimes, gangs)?
C -l CRIME
Were you a victim of any crimes?
C-2 Were you caught committing any crimes?
C-3 Were any close friends and/or family members a victim 
o f a crime?
C-4 Were any close friends and/or family members caught 
committing any crimes?
C-5 Did you witness a violent crime or any other type of 
violence?
HL-1 HEALTH
Has there been any change in your physical appearance 
that you do not like (e.g. acne, increased weight or 
height)?
HL-2 Did you s ta rt your menstrual cycle (period)?
HL-3 Were you hospitalized or did you have surgery?
HL-4 Did you have any serious injury, accident, or health 
emergency?
HL-5 Do/did you have any other health problems (e.g. chronic 
condition requiring medication)?
HL-6 Have any of your close friends and/or family members 
been hospitalized or had surgery?
HL-7 Did any of your close friends and/or family members 
have any serious injury, accident, or health emergency?
HL-8 Do/did any o f your close friends and/or family members 
have any other health problems?
HL-9 Have any o f your family members and/or close friends 
received any psychiatric and/or psychological treatment?
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HL-10 Have any of your close friends and/or family members 
attempted or committed suicide?
D - l DEATHS
Has anyone in your immediate family passed away 
(parents, brothers, or sisters)?
D-2 Have any other close relatives passed away?
D-3 Have any of your close friends passed away?
D-4 Have you lost a pet or has your pet died or run away?
RR-1 ROMANTIC RELATIONSHIPS
Have you started dating someone or resumed an old 
relationship?
RR-2 Have you broken-up with your boyfriend/girlfriend?
RR-11 Is  your sexual orientation heterosexual, homosexual or bisexual? (please 
circle or underline).
RR-11 Have you revealed to anyone tha t you are bisexual /  homosexual?
RR-3 Have you had any ongoing relationship problems with your 
boyfriend/girlfriend (e.g. major confrontations or major crises?)
RR-4 Has there been any abuse in your romantic relationship?
RR-5 Have you broken-off an engagement?
RR-6 Have you been living with your boyfriend/girlfriend?
RR-7 Have you had sex fo r the f ir s t  time?
RR-8 Are you or have you been pregnant?
RR-9 Has your girlfriend /  partner become pregnant?
RR-10 I f  you and your girlfriend have been pregnant, did you choose to 
keep the baby?
RR-12 Have your parents (including step-parents) had a baby or are they 
expecting a baby soon?
RR-13 Has any other household member(s), who is not married, had a 
baby or are expecting a baby soon?
0 -1 OTHER RELATIONSHIPS
Did anyone new s ta rt living in your household?
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0 -2 Has anyone moved out o f your household?
0 -3 Have you lived with another family, such as with relatives, foster- 
parents or a t a children's home?
0 -4 Have your parents had any problems getting along?
0 -5 Did your parent's divorce or separate?
0 -6 Has either o f your parents remarried?
0 -7 Have you had an increase in arguments and/or relationship 
problems with either o f your parent(s)/step-parent(s)?
0 -8 Have you had an increase in arguments and/or relationship 
problems, with your sibling(s)?
0 -9 Have your brother(s)/sister(s) had an increase in arguments 
and/or problems getting along with either o f your parent(s)/step- 
parent(s)?
0 -1 0 Have you had an increase in arguments and/or relationship 
problems with any other relatives?
0-11 Have you experienced violence o f any form?
0 -1 2 ,1 3 Have you experienced abuse in any form?
0 -1 4 Have you had an increase in arguments and/or relationship 
problems with any close friends?
0 -1 5 Have you had problems being accepted by your peers?
0 -1 6 Did you "lose" or have a "falling out" with a good friend (not due 
to death)?
0 -1 7 Have you received any unexpected bad news?
0 -1 8 Have you had to break any bad news to someone, which was not 
about your relationship with him/her?
0 -1 9 Are your mother and fa ther your biological parents?
0 -2 0 Have you had any other interpersonal problems?
AE-1 ADDITIONAL EVENTS
Have any other problems or events happened to you besides those 
I've mentioned?
Thank you for completing this questionnaire.
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<*ACJtALtE-HO.ING
McMaster Family Assessment Device -  General Functioning
Appendix 9: Me Master Family Assessment Device
These are general statements about how families can communicate and get along.
Please read each statement carefully, and then mark the box which best fits whether you Strongly Agree, 
Agree, Disagree, or Strongly Disagree with the statement when you think about your own family.
Strongly
Agree Agree
Disagree StronglyDisagree
1. Planning family activities is difficult because we 
misunderstand each other.
2. In time of crisis we can turn to each other for 
support.
3. We cannot talk to each other about sadness we 
feel.
4. Individuals are accepted for what they are.
5. We avoid discussing our fears and concerns.
6. We can express feelings to each other.
7. There are lots of bad feelings in the family.
8. We feel accepted for what we are.
9. Making decisions is a problem for our family.
10. We are able to make decisions about how to 
solve problems.
11. We don't get along well together.
12. We confide in each other.
McMaster Family Assessment Device; Epstein, Baldwin, <& Bishop, Free copyright.
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Appendix 10: Wide Range Achievement Test (WRAT4)
WORD READING SUBTEST
A G E S'7 OR YOUNGER; Administer Part 1: Letter Reading first, followed liy Part 2: Word Rending. Discontinue testing if a Participant has 
responded inqorrcctly’to 10 consecutive items (10 RULE).
■ ■■■" ' v •••.• •- • ■■ ;> ' '• ■ . , ■ • • .AGES 8 OR OLDI5R: Administer Part 2: Word Reading first. Discontinue the Word Reading section if the Participant has answered 10 
consecutive items ¡ncorrcclly (JO RULE). If (lie Participant tins correctly answered 5 or more items on the Word Rending section beforemeeting 
the discontinue criterion, do not administer the preliminary Letter Rending section. If the Participant did not answer at least 5 items correctly on 
die Word Reading section, then administer Part h  Letter Reading ( 5  RULE).
( Part .1: Letter Reading Administration Instructions __ )
After handing the Participant the Blue Wora^ReQding List, say, j  want you  to. lq o k a tth e  letterson:.tHis:iine. CPoint.to theTQW o f  letters at thejtopof 
the card) lie a ii to m e the letters; one-by-onc'across th e lin e . After the;Participant has finished, say, T hat’s all. Nowlet%  do something different,
A
0 )
B
(2)
o
(3 )
s
(4)
E
(5)
R
(G>
T
(7)
H
(ö)
U(9) P( 1 0 ) I(11) V Z J(12) (13) (14) Q(15)
G _________________Part 2: Word Reading Administration Instructions , v -  )
ler handing the Participant the Blue Word Reading List, say. Look at eacli o f  these words carefully. (Point to the words) Read the words 
rosstlie  page so I  can hear you. W hen you finish the First line, go right on to the second line, and 80.oil down the page until you-finish
Aft
across | % . , ................  J |  I
•ell you to stop. Read slowly and say tit 
i^ ./o n se  after 10w — —  a w  l
ngnin ju s t as you 
arc going to do sonietliiug
ow 10 seconds for the Participant torcspond to each word. If there is no
1. cat 13. laugh 25. g igantic 37. u n an im o u s ^kat lor ji-gnn-tic you-nnn-'PniïÎs
2. in 14. s tra ig h t 26. co n tem p o ra ry 36. d isc re tio n ary
in strayt k'on-lem-po'-rer-ee di-skresh-o'-ner-ee
3. book 15. s tre tch 27. contagious 39. se ism o g rap h
buuk strech kon-tay-Jus siz-m o-graf
4. tree lii. sp lit 28. e x te rio r 40. benign
tree. split ik -steer-i-o r b i-nm
5. how 17. lam e 29. horizon 41. i tin e ra ry
how laym ho-rT-zon T-tin-'c’-rer-ce
6. an im al^ 18. bu lk 30. tr iu m p h 42. heresya n ^ n ia l bulk trT-ITmf lier-tf-see
7. h a ir 19. knowledge 31. alcove 43. u su rphair nol-ij al-kohv yoo-surp , -zu rp
*' spell 20. abuse 32. tran q u ility 44. s tra ta g e m
spel rf-byoos, -bynoz t r  a n g-kwil-i - tee strat-a'-jem
9. even 21. ceiling 33. efficiency 45. pseudo nym
ee-ven see-ling i-Hsli-eht-see soo-do^nim
10. size 22. d iag ram 34. inquisitive 46. irasc ib le^
sTz di-li-gram in-kwiz-i-tiv i-ras-i-bel
11. finger 23. do ub t 35. b ib liog raphy 47. he in ous
fing-ger dowt bib-U-og-rif-fee hay-nus
12. Felt 24. collapse 36. m unicipal^ ^ 48. po ign an tfelt kcf-laps myoo-nis-i-pal poin-yan t
49. disingenuous dis-in-jen-yoo-us
50. covctousncss kuv-cf-tTis-ncs
51. omniscient om-nish-eiit
52. oli|*archjr ol-i-gahr-kee
53. egregious i-grce-jus
54. assuage 
Tf-swayj
55. terpsichorenn  
lu rp-sl^ko^rce-ari
SPELLING SUBTEST
AGES 7  O R  YOTJNGEU: Adminislcr Part 1: Letter Writing first, followed by Part 2: Spelling. The Spelling section must be administered 
individuully for participants ages 7 and younger. On die Spelling section, the test should be discontinued after the Participant spells 10 
consecutive woitls incorrectly (10 RULE),
AGES 8 OR OLDER: Adminislcr Part 2: Spoiling first. Discontinue if 10 consecutive errors have been made (10 RULE). If the Participant has 
correctly spelled 5 or more items on die Spelling section before meeting the discontinue criterion, die preliminary Letter Writing section should not bo 
administered. If the Participant does not spell at )enst5 words correctly on the Spelling section, dien adminislcr Part U Letter Writing (5  RULE).
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Appendix 11: Global Assessment of Functioning Scale
91-100 Superior functioning in a wide range of activities, life's problems never seem to get 
out of hand, is sought out by others because of his or her many positive qualities. No 
symptoms
81-90 Absent or minimal symptoms (e.g. mild anxiety before an exam ), good functioning 
in all areas, interested and involved in a wide range of activities, socially effective, 
generally satisfied with life, no more than everyday problems or concerns (e.g. an 
occasional argument with family members )
71-80 If symptoms are present, they are transient and expectable reactions to psychosocial 
stressors (e.g. difficulty concentrating after family argument); no more than slight 
impairment in social occupational, or school functioning (e.g., temporarily falling 
behind in schoolwork).
61-70 Some mild symptoms (e.g. depressed mood and mild insomnia) OR some difficulty 
in social occupational, or school functioning (e.g., occasional truancy or theft within 
the household), but generally functioning pretty well, has some meaningful 
interpersonal relationships.
51-60 Moderate symptoms (e.g. flat affect and circumstantial speech, occasional panic 
attacks) OR moderate difficulty in social, occupational, or school functioning (e.g. 
few friends, conflicts with peers or co-workers).
41-50 Severe symptoms (e.g. suicidal ideation, severe obsessional rituals, frequent 
shoplifting) OR any serious impairment in social, occupational or school functioning 
(e.g. no friends, unable to keep job).
31-40 Some impairment in reality testing or communication (e.g. speech is at times 
illogical, obscure, or irrelevant) OR major impairment in several areas, such as work 
or school, family relations, judgment, thinking, or mood (e.g. depressed man avoids 
friends, neglects family, and is unable to work; child frequently beats up younger 
children, is defiant at home, and is failing at school).
21-30 Behaviour is considerably influenced by delusions or hallucinations OR serious 
impairment in communication or judgment (e.g. sometimes incoherent, acts grossly 
inappropriately, suicidal preoccupation) OR inability to function in almost all areas 
(e.g. stays in bed all day, no job, home, or friends).
11-20 Some danger of hurting self or others (e.g. suicidal attempts without clear expectation 
of death; frequently violent; manic excitement) OR occasionally fails to maintain 
minimal personal hygiene (e.g. smears faeces) OR gross impairment in 
communication (e.g. largely incoherent or mute).
1-10 Persistent danger of severely hurting self or others (e.g. recurrent violence) OR 
persistent inability to maintain minimal personal hygiene OR serious suicidal act with 
clear expectation of death 
0 Inadequate information
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Appendix 12: Cover Letter for Post Packs
M ater Misericordiae University Hospital 
Child and Adolescent Mental Health Service
M ater Misericordiae University Hospital, North Circular Road, Dublin 7.
T e l: 01-8034793, Fax: 01-8032081, Email: cguidance@ ,mater.ie
Challenging Times Team 
Education Research Centre 
Beaumont Hospital 
Dublin
e-mail: dearbhlaconnor@ .rcsi.ie 
01-8093855 (Dearbhla)
Dear X,
You may remember that 8 years ago you took part in a study called "Challenging Times", 
organised by doctors at the Mater Hospital. During an interview with you and a parent, we asked 
about your life experiences and the types of stresses that you had encountered during childhood 
and adolescence.
As a result of the Challenging Times project, we have developed a new mental health programme 
called "Working things out", which is now being used in secondary schools to help students deal 
with problems in their lives. We are very grateful for your participation in the study and you can 
be proud of the important role you played in developing this programme.
We would like to find out how you are getting on now, and to learn about some of your 
experiences and changes in your life  since we last spoke. When we spoke to you recently you 
indicated that you would be willing to fill out some questionnaires. We may also follow up with a 
phone call once we have received the questionnaires if  we need to clarify any details. I t  is 
important to note that all the information you give us will be treated as strictly confidential and 
your identity will remain anonymous with only a study identity number used to mark your 
questionnaires and samples. We are delighted that you have agreed to take part as your 
information will be very important to us. To show our gratitude for your time, we would like to 
give you a voucher fo r €50 which we will post out to you once we have received back the signed 
consent forms, questionnaires, saliva sample and cheek swab.
»M
CHALLENGING
T I M E S - . '  • '
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Enclosed are 7 questionnaires which should take about 1 hour to complete. Please try  to do this in 
a quiet place where you will not be disturbed. Please try  to answer each question. There are no 
"Right" or "Wrong" questions. I f  you have any d ifficu lties understanding the questions please 
phone us. Make sure that you sign the consent form also and return this to us with the 
questionnaires. We enclose a stamped addressed envelope fo r you to return the questionnaires.
Best wishes, the Challenging Times Team 
Professor Carol Fitzpatrick Professor Mary Cannon
Dr. Fionnuala Lynch Dr. Michelle Harley
Dearbhla Connor
Tel: 8093855 (ask fo r the Challenging Times Team: Dearbhla)
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CHECKLIST FOR POSTING
ENCLOSED
1. Questionnaire consent form (x l)
2. Thoughts and Feelings Questionnaire - pink form
3. Stressful Life Events Questionnaire - orange form
4. Prime - PC Screener - white form
5. Me Master Family Questionnaire - purple form
6. Adult Self- Report- (cream form- to be filled in by 
the adolescent/young adult about self)
7. Adult Behaviour Checklist - (blue form - to be 
filled in by parents about adolescent/young adult)
8.
9. Family and Medical History- yellow form
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Appendix 13: SCID I Screener (Thoughts and Feelings Questionnaire)
STUDY ID:
This questionnaire asks about problems that many adolescents and 
young people experience. Please read each question carefully and tick 
the YES box if  you have experienced the problem or the NO box if  
you have never experienced the problem. Remember all information received will remain 
confidential. I f  you answer YES to any question please give details in the box underneath.
Q.l Have you ever had a panic attack, when you suddenly fe lt frightened or 
anxious or suddenly developed a lot of physical symptoms?
Y es No
Q.2 Were you ever afraid of going out of the house alone, being in crowds, 
standing in a line, or travelling on buses or trains?
Y es No
Q.3 Is  there anything that you have been afraid to do or fe lt uncomfortable 
doing in front of other people, like speaking, eating or writing?
Yes No
Q.4 Are  there any other things that you have been especially afraid of, like 
flying, seeing blood, needles, heights, closed spaces, or certain kinds of 
animals or insects?
Yes No
Q.5 Have you ever been bothered by thoughts that didn’t  make any sense and 
kept coming back to you even when you tried not to have them? For instance:
Yes No
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Thoughts like hurting someone even though you really didn't want to or being 
contaminated by germs or d irt
Q.6 Was there ever anything tha t you had to do over and over again and 
couldn't resist doing, like washing your hands again and again, counting up to a 
certain number, or checking something several times to make sure that you 
had done it right?
Yes No
Q.7 In  the last 6 months, have you been particularly nervous or anxious? Yes No
I f  YES:
(a) In  the last month has there been a period of time when you were feeling
depressed or down most o f the day nearly every day? I f  so how long did it  last?
b) Were things ever so bad that you were thinking a lot about death or that you 
would be better o f f  dead?
c) Did you do anything to hurt yourself?
d) During the last 6 months would you say you have been worrying or feeling anxious 
more days than not? I f  yes, what do you worry about?
Q.8 Have you ever had a time when you weighed much less than other people 
thought you ought to weigh?
Yes No
Q.9 Have you often had times when your eating was out o f control? Yes No
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Q.10 Have you ever heard things that other people couldn't hear, such as 
noises, or the voices o f people whispering or talking?
Yes No
I f  YES
(a) What did you hear?
(b) How often did you hear it?
(c) Were you awake at the time?
Q .ll Have you ever seen things that other people couldn't see? Yes No
I f  YES
(a) What did you see?
(b) How often did you see it?
(c) Were you awake at the time?
Q.12 Has there been any time in your life  when you have had five or more 
drinks (beer, wine, or liquor) on one occasion?
Yes No
I f  YES
(a) When in your life  were you drinking the most and how long did that period last?
(b) During tha t time how often were you drinking?
(c) What were you drinking? How much?
(d) Did your drinking cause problems fo r you?
(e) Did anyone object to your drinking?
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Q.13 Have you ever used street drugs? Please circle the name of each drug 
ever used (or write in name if  "other").
Yes No
Sedatives-hypnotics-anxiolytics (downers)
Diazepam (valium, "yellows" "blues") flunitrazepam (rohypnol, “roofies"), 
flurazepam (dalmane, "roches").
Cannabis
Marijuana (pot, grass, weed), hashish (hash). 
Stimulants (uppers).
Stimulants (uppers)
Amphetamine (Benzedrine, adderall, bennies, black beauties), speed, 
methamphetamine (crystal meth, crank ice).
Opioids
Heroin (smack, dope, gear, junk), opium, codeine (solpadeine, tramadol, 
neurofen plus).
Cocaine
Snorting, IV , freebase, crack, speedballs (mix of cocaine and heroin).
Hallucinogens (psychedilics)
LSD (acid), mescaline, peyote, psilocybin (mushrooms), MDMA (ecstasy. E. love 
doves).
Dissociative Anesthetics (includes PCP)
PCP (angel dust, peace kill), ketamine (special K, vitamin K)
OTHER:
I f  used any drug (s) more than once in lifetime please answer the following 
questions in relation to tha t drug (s).
(a) When in your life  were you using the drug(s) most and how long did that period 
last?
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(b) Did you ever miss work/school because you were very high or do a bad job at
work or school because o f using drug(s)?
(c) Have you ever used drug (s) in a situation in which it might have been dangerous
to be using drug (s) e.g. driving?
(d) Has your use o f drug (s) ever got you in trouble with the law?
(e) Has your use of drug (s) caused problems with other people, such as with family 
members, friends or people at work?
Q.14 Have you ever gotten" hooked" on a prescribed medicine or taken a lot 
more o f it  than you were supposed to?
Yes No
Thank you very much fo r  completing this questionnaire
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Appendix 14: S tressful Life Event Screener (Post Packs)
Stressfu l L ife  Eve
CHALLENGING
TIM E S
STUDY ID :
This questionnaire asks about d ifficu lt or stressful experiences many adolescents and young adults experience. Please read each 
question carefully and tick the box if  you have ever experienced the event and tell us what age you were when this happened. We 
appreciate that recalling stressful life events can be difficult. Different events can cause different levels of stress fo r each person. 
To understand what e ffect an event may have had on you, please estimate out of 10 the level of stress the event caused, using the 
scale below as a guide. Please do not feel under any pressure to answer any questions with which you are not comfortable. I f  you 
answer YES to any of the questions it would help us if  you could give more details on the last page *.
0 1 2 3  4 5 6 7 8 9  10
No stress Moderate stress Extreme stress
No Yes
*
Stress
score
When it  
occurred 
(Age)
EDUCATION
E-2 Did you drop out of school?
E-3 Did you change schools/colleges?
E-4 Were you rejected or denied admission to a 
school/college?
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E-5 Have you had any difficulties with your performance at 
school, such as failing finals, classes, or grades and/or 
receiving reports or letters about your poor performance?
E-6 Have you failed or done poorly on any major exams such 
as the Leaving Cert, or any other standardized test?
E-8 Have you had any fights, arguments, or major 
confrontations with any teachers, and/or school 
administrators?
E-9 Have you had any conflicts with any classmates and/or 
neighbors, such as being bullied at school and/or in your 
neighborhood?
*  I f  YES please give details on the back page
No Yes
*
Stress
score
When it  
occurred 
(Age)
WORK
W - l Have you had a job?
W -2  Have you had any problems getting along with anyone at 
work such as a boss and/or co-worker?
W -3 Have you received any warnings and/or discipline fo r your 
performance at work?
W -4  Were you fired  or dismissed from a job?
W -5 Have you been harassed at your workplace?
W -6  Have you had to go to court or te s tify  in court concerning 
your work /job?
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W -7  Has your job, because o f the time commitments, had an 
impact on other aspects o f your life  such as school, your home 
life, and/or your social life?
W -9  Have either o f your parents had problems at work such as 
being demoted or had trouble with the boss and /o r co­
workers?
W -10 Have there been any changes in your parent(s) job(s), 
such that your parent(s) is/are away from home more often or 
at home more often?
W - l l  Was a parent fired, dismissed, or laid-off from his/her 
job?
W -12 Has a parent been unemployed?
MONEY
M - l Has your family had any financial crises (e.g. major 
reductions in family income, increased debts, or unexpected 
financial responsibilities)?
HOUSING
H - l  Have there been any problems with your housing situation 
(e.g. overcrowding, inability to pay rent/mortgage /  bills, no 
privacy, need fo r major repairs, bad plumbing, etc.)?
H -2 Have you changed residences?
* I f  YES please give more details on the back page. No Yes
*
Stress
score
When it  
occurred
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(Age)
H -3 Did your family have any problems with selling or buying a 
house, apartment or townhouse?
H -4  Was your home damaged by a fire , flood, storm, or other 
event?
H -5 Are there any problems with safety in your neighborhood 
(e.g. violence, crimes, gangs)?
CRIME
C -l Were you a victim o f any crimes?
C-2 Were you caught committing any crimes?
C-3 Were any close friends and/or family members a victim of 
a crime?
C -4  Were any close friends and/or family members caught 
committing any crimes?
C-5 Did you witness a violent crime or any other type of 
violence?
HEALTH
HL-1 Has there been any change in your physical appearance 
tha t you do not like (e.g. acne, increased weight or height)?
HL-3 Were you hospitalized or did you have surgery? Please 
provide details.
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HL-4 Did you have any serious injury, accident or health 
emergency? Please provide details.
*  I f  YES please give more details on the back page
No Yes
*
Stress
Score
When it
occurred
(Age)
HL-5 Do/did you have any other health problems (e.g. chronic 
condition requiring medication)? Please provide details and list 
your medication.
HL-6 Have any o f your close friends and/or family members 
been hospitalized or had surgery?
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HL-7 Did any o f your close friends and/or family members have 
any serious injury, accident, or health emergency?
HL-8 Do/did any o f your close friends and/or family members 
have any other health problems?
HL-9 Have any o f your family members and/or close friends 
received any psychiatric and/or psychological treatment?
HL-10 Have any of your close friends and/or family members 
attempted or committed suicide?
DEATHS
D - l Has anyone in your immediate family passed away (parents, 
brothers or sisters)?
D-2 Has any other close relatives passed away?
D-3 Have any o f your close friends passed away?
D -4 Have you lost a pet or has your pet died or run away?
*  I f  YES please give more details on the back page No Yes
*
Stress
score
When it  
occurred 
(Age)
ROMANTIC RELATIONSHIPS
RR-1 Have you started dating someone or resumed an old 
relationship?
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RR-2 Have you broken- up with your boyfriend/girlfriend?
RR-11 Has your sexual orientation caused you any stress?
RR-3 Have you had any ongoing relationship problems with your 
boyfriend/girlfriend (e.g. major confrontations or crises?)
RR-4 Has there been any abuse in your romantic relationship?
RR-5 Have you broken-off an engagement?
RR-6 Have you been living with your boyfriend/girlfriend?
RR-7 Have you ever had sexual relations?
RR-8 Are you or have you been pregnant?
RR-9 Has your g irlfriend/ partner become pregnant?
RR-10 I f  you and your girlfriend have been pregnant, did you 
choose to keep the baby?
RR-13 Has any other household member(s), who is not married, 
had a baby or are expecting a baby soon?
OTHER RELATIONSHIPS
0 -1  bid anyone new s ta rt living in your household?
0 -2  Has anyone moved out of your household?
0 -3  Have you lived with another family, such as with relatives, 
foster-parents or at a children's home?
0 - 4  Have your parents had any problems getting along?
0 -5  Did your parent's divorce or separate?
0 -6  Has either of your parents remarried?
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0 - 7  Have you had an increase in arguments and/or relationship 
problems with either o f your parent(s)/step-parent(s)?
0 -8  Have you had an increase in arguments and/or relationship 
problems, with your sibling(s)?
*  I f  YES please give more details on the back page No Yes
*
Stress
score
When it  
occurred
(Age)
0 -9  Have your brother(s)/sister(s) had an increase in 
arguments and/or problems getting along with either of your 
parent(s)/step-parent(s)?
0 -1 0  Have you had an increase in arguments and/or 
relationship problems with any other relatives?
0 -1 1  Have you witnessed violence in any form in the home?
0 -1 1  Have you experienced violence in any form in the home?
0 -1 2 , 13 Have you experienced abuse in any form?
0 -1 4  Have you had an increase in arguments and/or 
relationship problems with any close friends?
0 - 1 5  Have you had problems being accepted by your peers?
0 -1 6  bid you "lose" or have a falling out with a good friend (not 
due to death)?
0 -1 7  Have you received any unexpected bad news?
0 -1 8  Have you had to break any bad news to someone, which 
was not about your relationship with him/her?
0 -1 9  Have you learned that you were adopted /fostered?
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ADDITIONAL EVENTS 
AE-1
Have any other problems or events happened to you besides those I've mentioned? Please provide 
some detail.
O -20 Have you had any other interpersonal problems?
Thank you very much for completing this questionnaire.
FURTHER DETAILS ON ANY STRESSFUL EVENT LISTED EARLER CAN BE NOTED HERE OR OVERLEAF.
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Appendix 15: Family and Medical History Checklist
7 Family and Medical History
CHALLENGING
Study id;
Have you or anyone in your family (immediate - mum, dad, brothers, sisters or 
extended- grandparents, aunt, uncles, cousins) ever suffered from or do you or 
anyone In your family currently su ffer from a medical condition?
YES NO Details
Depression
Bipolar Affective 
Disorder
Anxiety
Obsessive 
Compulsive 
Disorder (OCD)
Attention Deficit
Hyperactivity
DIsorderfADHD)
Autism/ Asperqers
Learning
Difficulties
Speech and
Language
Difficulties
Alcohol/ Drug 
Addiction
Asthma
Diabetes
Epilepsy
Are you taking prescribed medications? Please List:
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Survey of Lifestyle, Attitudes and Nutrition in Ireland, Mental Health and Social Well-being 
Report (SLAN 2007) (Barry et al, 2009)
The European Survey Project on Alcohol and Other Drugs (ESPAD) (Hibell et al, 2009)
Health Behaviour in School Aged Children Ireland (HBSC) (Nic Gabhainn et al, 2007)
British Cohort Study UK (BC1970) (Collishaw, Maughan, Natarajan, & Pickles, 2010)
National Survey of Psychiatric Morbidity Great Britain-Office of National Statistics (ONS) 
(Singleton, Bumpstead, O'Brien, Lee, & Meltzer, 2000)
a) Mood Disorders (major depressive disorder, depression not otherwise specified, 
adjustment disorder with depressed mood, dysthymia, melancholic depression and 
atypical depression)
b) Anxiety Disorders (panic disorder, specific phobia, simple phobia, generalized anxiety 
disorder, obsessive compulsive disorder, post-traumatic stress disorder)
c) Substance Use disorders (excluding alcohol)
d) Alcohol Use disorders
e) Any SCID I disorder (weighted rates)
f) Probable Major Depressive Disorder
g) Generalized Anxiety Disorder
h) Harmful patterns of drinking (not alcohol dependent) in the last week
i) Lifetime cannabis use based on 2007 dataset 
j) Drunk in last 12 months based on 2007 dataset
k) Cannabis use in past 12 months based on 2006 dataset 
I) Drunk in last 30 days based on 2006 dataset 
m) Emotional Difficulties (symptoms of anxiety and depression) 
n) Neurotic Disorders
o) Lifetime substance use, 52% lifetime cannabis use.33% 12 mth any drug use, 25% 12 mth 
cannabis use
p) Hazardous drinking in the past year
Appendix 16: Key for Table 1.1
The Challenging Times Follow-Up Study (CT2)
q) Any 1 mental disorder in the past year, 8% 2 mental disorders, 2% 3+ mental disorders 
LT : Lifetime
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The Challenging Times Follow Up Study (CT2)
Dunedin Multidisciplinary Health and Development Study (Kim-Cohen et al, 2003 (Moffitt et al, 
2007).
Great Smokey Mountain Study (GSMS) (Costello, Mustillo, Erkanli, Keeler, & Angold, 2006)
National Comorbidity Survey- Replication (NCS-R) (Kessler etal, 2005)
Tracking Adolescents Individual Lives (TRAILS) (Ferdinand, van der Reijden, Verhulst, 
Nienhuis, & Giel, 1995)
a) Mood Disorders (major depressive disorder, depression not otherwise specified, 
adjustment disorder with depressed mood, dysthymia, melancholic depression and atypical 
depression)
b) Anxiety Disorders (panic disorder, specific phobia, simple phobia, generalized anxiety 
disorder, obsessive compulsive disorder, post-traumatic stress disorder)
c) Substance Use Disorders (excluding alcohol)
d) Alcohol Use Disorders
e) Any SCID I Disorder (weighted rates)
f) Depressive Disorders (major depressive disorder and dysthymia)
g) Anxiety Disorders (GAD, OCD, PTSD, panic disorder, agoraphobia, simple and social 
phobia)
h) Substance Use Disorder (alcohol dependence, cannabis and any drug dependence). 
Cannabis dependence 6.5% and any drug dependence 8.3 %.
i) Alcohol Dependence
j) Depressive disorders (major depression, dysthymia, depression not otherwise specified)
k) GAD, OCD, PTSD, simple phobia, panic disorder, agoraphobia
I) Any Mood Disorders (major depressive disorder, dysthymia, Bipolar l-ll disorder)
m) Panic Disorder, agoraphobia without panic, specific phobia, social phobia, GAD, PTSD, 
OCD, SAD
n) Alcohol / drug abuse/ dependence
Appendix 17: Key to Table 1.2
o) Affective Disorders
Appendix 18: Ethics Letter (RCSI) of Study Approval
- — j —  — — - o '-  “ I I I I  l l t l *M U
The Research Ethics Committee
121 St. Stephens Green, Dublin 2, Ireland.
Tel: +353 1 4022394 Fax: +353 1 4022449 Email: recndmin@rcsi.le
Mrs. Brid Nolan, Chair
Dr. Kate Johnston, Convener
Ms, Jacqtji Qpigley, Secretariat
Royal Collide o f Sitrgcntis'in Ireland 
.C a l o i e t o  R i o g a  n p / .C P a i n l e o  ;in  C i m i n
25 April 2008
Prof Mary Cannon 
Dept of Psychiatry 
ERC Beaumont Hospital 
Dublin 9
KE; EEC 290- Chjllenglnc dm os-S  v ara  on: Coninn wilh life s ttea  in vwing adulthood 
Dear Prof Cannon*
Thank you for your Research Ethics Committee (REC) revised documentation.
We are pleased to advise that ethical approval has been granted by the committee for 
the study titled ‘adolescents ¿18 years-old’.
This letter provides approval for data collection for the time requested in your 
application and for an additional 6 months. This is to allow for any unexpected 
delays in proceeding with data collection.
Where data collection is necessary beyond this point, approval for an extension must 
be sought from the Research Ethics Committee.
Yours sincerely,
cl
PP Jacqui Quigley (Secretary) 
Ms. Brid No] an (Chair)
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Appendix 19: Ethics Letter (Mater Misericordiae, University Hospital) of Study Approval
M ater M isericordiae University H ospital
SISTER S O F  MERCY
Eccles Street, Dublin 7, Ireland.
O spideai Ollscoille M ater M isericordiae
S X U R A C H A  N A  T IW JC A JR E
Sraid Eccles, Baile Atha Cliath 7, Eire.
Not tor prescription purposes Tel:fox; +353 t 8032000 + 353 t 803340-1
Eimft: mnihg&m&ierjc 
Web: wvfw.matcr.le
Prof Carol Fitzpatrick
Consultant Child Psyehiatrist/Professor of Child PsychiatryDepartment of Child end Family Psychiatry
Mater Mteorlcordree University Hospital
Eccles Street
Dubl/n 7
18* September 2008 Our Re£ 1 /378/1104
RE: Challenging Times: Five Years On
Narrative Summary of project, Version 5 June 2008
Introductory Letter, Cover letter Version 4  August 2008
Information Leaflet* Version 5 August2008
Consent Form, Version 2 July 2007
Genetic Study Information Leaflet, Version 5 August 2008
Genetic Study Consent Form, Version 3 Dec 2007
Dear Professor Fitzpatrick
I acknowledge receipt of your correspondence doled 0141 August 2008 enclosing a revised 
Introductory Loiter (Cover teller Version 4 August 2008), Information Leaflet (Version s 
Augusl 2008) and Genetic Study Information Leaflet (Version 5 August 2008) far the above 
research study being carried out at the Malar Mtaericor diae University Hospital.
This correspondence has been noted and the revised Introductory Letter and Information 
Leaflets have been approved. Appioval to proceed with the amended protocol as per your 
correspondence dated 20* May 2000 is-now granted.
Dr HBrTy Frizelle
Chairman Research Ethics Committee
c.c. Dr Michelle Harley, Locum Consultant Child and Aduft Psychiatry
hV Hi».*, (CIcMMnjn}. h  few *  f* r3 n  tV o  lA J o o ,
'•»¿.Wjji * * k ,  M r r A r m  C « * ? .  M i It,r*™ O M % ,  KVi A n *  C m ^  M r fm n  Cw*in,N Ot Mts*, OhU. IAt K*v\ >H«y
i liwtand H o . 351401 Charity N o  CNY203 Bo jU Im kI Dffka; h i k t  S « e r ! .  2»
Accredited
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Appendix 20: Supplementary Table 1.0 (S1):Mean Global Assessment of Functioning Scores vs. Outcomes of
Psychiatric Disorders at follow-up (N=1681)
Controls
M(SD)
N Remitt
ers
M (SD)
N New 
Onset 
M (SD)
N Persiste
rs
M (SD)
N F df p-value
Mood Disorders 84.09
(10.12)
98 79.58
(9.29)
1
7
70.27
(15.22)
37 74.50
(13.80)
16 13.62 3,164 0.000*
Anxiety Disorders 82.01
(12.26)
12
8
74.87
(14.8)
1
2
70.79
(11.80)
24 72.50
(12.58)
4 6.719 3,164 0.000 *
Substance Use Disorders (excluding alcohol) 81.29
(12.79)
13
6
- - 72.81
(11.59)
32 - 11.73
3
1,166 0.001 *
Substance Abuse Disorders 80.03
(13.25)
15
2
- - 76.31
(9.71)
16 - - 1.191 1,166 0.277
Substance Dependence Disorders 80.76
(12.57)
15
2
- - 69.31
(12.54)
16 - - 12.02
2
1,166 0.001 *
Alcohol Disorders 82.32
(11.35)
12
8
- - 71.21
(14.31)
40 - " 25.62
5
1,166 0.000*
Alcohol Abuse Disorders 80.64
(12.05)
15
3
- 69.86
(17.87)
15 - 9.913 1,166 0.002*
Alcohol Dependence Disorders 81.01
(12.71)
14
3
- 72.02
(12.03)
25 - “ 10.82
5
1,166 0.001 *
Any SCID I Disorder 87.71
(7.20)
52 83.87
(12.18)
2
4
75.62
(12.27)
48 72.31
(13.67)
44 17.93
2
3,164 0.000*
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Supplementary Table 2.0 (S2) Total mean Stressful Life Events Scores associated with psychiatric outcomes at
follow-up (A/= 1681)
Outcomes Controls 
M (SD)
N Remitters 
M (SD)
N New Onset 
M (SD)
N Persisters 
M (SD)
N F df p-value
Mood
Disorders
5.30(1.27) 98 5.24(1.61) 17 6.30(1.03) 37 6.30(0.99) 16 7.872 3,164 0.000*
Anxiety
Disorders
5.48(1.27) 128 5.17(1.53) 12 6.27(1.39) 24 6.78(0.88) 4 4.106 3,164 0.008*
Substance
Use
Disorders
(excluding
alcohol)
5.55(1.31) 136 5.82(1.32) 32 1.139 1,166 0.287
Substance
Abuse
Disorders
5.60(1.31) 152 5.75(1.33) 16 0.212 1,166 0.646
Substance
Dependence
Disorders
5.57(1.31) 152 5.90(1.35) 16 0.931 1,166 0.336
Alcohol
Disorders
5.60(1.33) 128 - 5.63(1.30) 40 - “ 0.015 1,166 0.903
Alcohol
Abuse
Disorders
5.60(1.32) 153 5.60(1.20) 15 0.002 1,166 0.967
Alcohol
Dependence
Disorders
5.60(1.30) 143 5.64(1.37) 25 0.056 1,166 0.858
Any SCID I 
Disorder
5.31(1.26) 52 5.00(1.16) 24 5.81(1.31) 48 6.05(1.27) 44 5.035 3,164 0.002*
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Supplementary Table 3.0 (S3) Mean specific Stressful Life Event scores
associated with mood outcomes (N=  1681)
Specific Stressor Controls 
M (SD)
N Cases 
M (SD)
N F df pvalue
Education 4.08 (3.08) 113 5.37 (2.71) 55 6.962 1, 166 0.008*
Work 3.52 (2.37) 113 5.00 (2.33) 55 14.44
8
1, 166 0.000*
Money 0.80 (2.10) 113 1.54 (3.07) 55 3.340 1, 166 0.069
Housing 2.63 (3.05) 113 3.73 (3.08) 55 4.795 1, 166 0.030*
Crime 3.69 (3.22) 113 4.44 (3.83) 55 1.785 1, 166 0.183
Health 5.45 (2.18) 113 5.86 (2.15) 55 1.259 1, 166 0.263
Death 5.82 (3.34) 113 6.43 (3.27) 55 1.207 1, 166 0.273
Romantic
Relationships
3.37 (2.57) 113 4.67 (2.70) 55 3.032 3, 164 0.031*
Other Relationships 4.68 (2.85) 113 6.44 (2.82) 55 14.20
6
1, 166 0.000*
Additional Events 0.41 (1.94) 113 0.40(1.78) 55 0.003 1, 166 0.959
Total Mean 
Stressful Life Events
5.27(1.31) 113 6.28(1.02) 55 24.59
5
1, 166 0.000*
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included In the above analyses. 
Controls: Controls and Remitters, At R isk: New Onset and Persisters
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Supplementary Table 4.0 (S4) Mean specific Stressful Life Event scores
associated with anxiety outcomes (N = 1681)
Specific
S tressor
C ontrols
M(SD)
N Cases 
M (SD)
N F df p-value
Education 4.37 (3.09) 140 5.16(2.90) 28 1.598 1, 166 0.208
Work 3.91 (2.31) 140 4.40 (2.80) 28 1.057 1, 166 0.305
Money 1.07 (2.24) 140 1.25 (2.67) 28 0.223 1, 166 0.638
Housing 2.87 (3.05) 140 3.56 (3.29) 28 1.155 1, 166 0.284
Crime 3.75 (3.43) 140 4.85 (3.41) 28 2.398 1, 166 0.123
Health 5.51(2.15) 140 5.00 (2.30) 28 0.998 1, 166 0.319
Death 5.78 (3.36) 140 7.22 (2.92) 28 4.455 1, 166 0.036*
Romantic
Relationships
3.61 (2.60) 140 4.70 (2.88) 28 1.299 3, 164 0.277
Other
Relationships
5.01 (2.93) 140 6.46 (2.78) 28 5.708 1, 166 0.018*
Additional
Events
0.40 (1.93) 140 0.42(1.66) 28 0.003 1, 166 0.957
Total Mean 
Stressful Life 
Events Score
5.45(1.26) 140 6.34(1.33) 28 11.17
6
1, 166 0.001*
*p<0.05 (statistically significant)
1 W= 169 recruited -1  young person diagnosed with schizophrenia is not included in the above analyses. 
Controls: Controls and Remitters, At R isk: New Onset and Perslsters
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Supplementary Table 5.0 (S5) Mean specific Stressful Life Event scores
associated with substance use (excluding alcohol) outcomes
[N = 1681)
Specific
Stressor
Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Education 4.20 (3.12) 136 5.78 (2.13) 32 7.382 1, 166 0.007*
Work 3.92 (2.50) 136 4.35 (2.30) 32 0.790 1, 166 0.375
Money 1.09 (2.50) 136 0.84 (2.42) 32 0.266 1, 166 0.607
Housing 2.84 (3.07) 136 3.60(3.17) 32 1.579 1, 166 0.211
Crime 3.68 (3.42) 136 5.02 (3.37) 32 3.990 1, 166 0.047*
Health 5.53 (2.30) 136 5.83 (2.09) 32 0.474 1, 166 0.492
Death 6.07 (3.37) 136 5.82 (3.18) 32 0.147 1, 166 0.702
Romantic
Relationships
3.72 (2.63) 136 4.11 (2.85) 32 0.547 3, 164 0.461
Other
Relationships
5.18 (3.03) 136 5.56(2.63) 32 0.417 1, 166 0.519
Additional
Events
0.27(1.57) 136 1.00 (2.82) 32 3.909 1, 166 0.050*
Total Mean 
Stressful Life 
Event Score
5.55(1.31) 136 5.82(1.32) 32 1.139 1, 166 0.287
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included In the above analyses. 
Controls: Controls and Remitters, At R isk: New Onset and Persisters
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Supplementary Table 6.0 (S6) Mean specific Stressful Life Event scores
associated with alcohol use disorder outcomes (N = 168)
Specific
Stressor
Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Education 4.20 (3.15) 128 5.46 (2.33) 40 5.476 1, 166 0.020*
Work 3.91 (2.49) 128 4.29 (2.34) 40 0.715 1, 166 0.399
Money 0.83 (2.12) 128 1.72 (3.32) 40 0.266 1, 166 0.607
Housing 2.74 (3.05) 128 3.78 (3.14) 40 3.521 1, 166 0.062
Crime 3.72 (3.39) 128 4.62 (3.56) 40 2.066 1, 166 0.152
Health 5.51(2.30) 128 5.82(1.73) 40 0.578 1, 166 0.448
Death 6.13(3.27) 128 5.68 (3.52) 40 0.557 1, 166 0.456
Romantic
Relationships
3.61 (2.73) 128 4.37 (2.42) 40 2.479 3, 164 0.117
Other
Relationships
5.12(3.04) 128 5.68 (2.62) 40 1.111 1, 166 0.293
Additional
Events
0.38(1.78) 128 0.50 (2.20) 40 0.117 1, 166 0.733
Total Mean 
Stressful Life 
Event Score
5.60(1.32) 128 5.62(1.30) 40 0.015 1, 166 0.903
*p<0.05 (statistically significant)
1 N= 169 recruited -1  young person diagnosed with schizophrenia is not included In the above analyses. 
Controls: Controls and Remitters, At R isk: New Onset and Persisters
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Supplementary Table 7 (S7) Mean specific Stressful Life Event scores
associated with any SCID I disorder outcomes (N = 1681)
Specific
Stressor
Controls 
M (SD)
N Cases 
M (SD)
N F df p-value
Education 3.75 (3.27) 76 5.12(2.66) 92 8.878 1, 166 0.003*
Work 3.45 (2.40) 76 4.46 (2.41) 92 7.289 1, 166 0.008*
Money 0.59(1.76) 76 1.42 (2.90) 92 4.786 1, 166 0.030*
Housing 2.37 (2.90) 76 3.50 (3.17) 92 5.718 1, 166 0.018*
Crime 3.13(3.22) 76 4.60 (3.49) 92 8.005 1, 166 0.005*
Health 5.35 (2.19) 76 5.79 (2.15) 92 1.709 1, 166 0.193
Death 5.44 (3.29) 76 6.50 (3.29) 92 4.330 1, 166 0.039*
Romantic
Relationships
3.23 (2.53) 76 4.27(2.71) 92 2.845 3, 164 0.039*
Other
Relationships
4.37 (2.92) 76 5.98 (2.78) 92 13.28
5
1, 166 0.000*
Additional
Events
0.48 (2.08) 76 0.34(1.71) 92 0.224 1, 166 0.637
Total Mean 
Stressful Life 
Event Score
5.21 (1.23) 76 5.92(1.29) 92 13.24
2
1, 166 0.000*
*p<0.05 (statistically significant)
For the purpose of any S C  ID I disorder N= 169
Controls: Controls and Remitters, At Risk: New Onset and Persisters
287
Supplementary Table 8 (S8) Mean Me Masters Family Functioning scores associated with psychiatric outcomes at follow-up
(AM681)
Outcomes Controls 
M (SD)
N Remitters 
M (SD)
N New Onset 
M (SD)
N Persisters 
M (SD)
N F df p-value
Mood Disorders 21.30 (6.31) 98 24.17(9.30) 17 24.80 (7.13) 37 24.25 (7.70) 16 2.943 3,164 0.035*
Anxiety
Disorders
22.38 (7.04) 128 19.70
(6.71)
12 24.30 (6.54) 24 30.00 (8.65) 4 2.608 3,164 0 .053*
Substance Use 
Disorders 
(excluding alcohol)
22.22 (7.07) 136 24.37 (7.00) 32 2.396 1,166 0.124
Substance Abuse 
Disorders
22.50 (7.16) 152 - - 23.87 (6.34) 16 - - 0.538 1,166 0.464
Substance
Dependence
Disorders
22.40 (7.00) 152 24.87 (7.72) 16 1.771 1,166 0.185
Alcohol Disorders 22.36 (7.02) 128 - “ 23.50 (7.30) 40 “ - 0.772 1,166 0.379
Alcohol Abuse 
Disorders
22.72 (7.13) 153 - - 21.73 (6.80) 15 - - 0.266 1,166 0.606
Alcohol
Dependence
Disorders
22.30 (7.00) 143 24.56 (7.52) 25 2.177 1,166 0.142
Any SCID I 
Disorder
21.44 (6.67) 52 20.00 (7.64) 24 23.83 (6.61) 48 24.18(7.31) 44 2.842 3,164 0 .04*
•p<o.us (statistically signihcant)
1 A/= 169 recruited- 1 young person diagnosed with schizophrenia is not included in the above analyses.
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Appendix 21 Summary Table of Follow-Up Study’s 
Objectives, Hypotheses and Outcomes.
Hypothesis Relating to 
Objective
Accepted/
Refuted
1. The prevalence rates of psychiatric disorders at CT2 
will be greater than at CT1.
1. Accepted
2. Adolescents who were “at risk” of a psychiatric disorder 
at CT1 will be more likely to have a psychiatric disorder 
at CT2.
1. Refuted
3. Demographic factors such as education, employment 
status, socio-economic status and family history of 
psychiatric illness will be associated with mental ill- 
health.
1. Accepted
4. Poor psychosocial functioning will be associated with 
mental health outcomes at follow-up.
1. Accepted
5. Adverse life events will be associated with poor mental 
health outcomes.
2. Accepted
6. Poor family functioning and / or parental separation / 
divorce will be associated with poor mental health 
outcomes.
2. Accepted
7. Peer relations as defined by size and strength of social 
network will have a protective effect on mental health 
outcomes.
2. Accepted
8. Alcohol use at baseline will be associated with alcohol 
use disorder at follow-up.
2. Refuted
9. A history of anti-social behaviour will be associated 
with poor mental health outcomes.
2. Accepted
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